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WAGE  RATES  FOR  NURSING  FACILITIES 
PERSONNEL 


FRIDAY,  JULY  20,  1990 

House  of  Representatives, 
Committee  on  Energy  and  Commerce, 
Subcommittee  on  Health  and  the  Environment, 

Washington,  DC. 

The  subcommittee  met,  pursuant  to  notice,  at  9:50  a.m.,  in  room 
2123,  Rayburn  House  Office  Building,  Hon.  Henry  A.  Waxman 
(chairman)  presiding. 

Mr.  Waxman.  The  meeting  of  the  subcommittee  will  come  to 
order. 

Our  hearing  this  morning  is  on  H.R.  1649,  legislation  introduced 
by  Congressman  Walgren  to  improve  the  wages  and  benefits  of 
nurses  and  nurse  aides  working  in  nursing  facilities  that  partici- 
pate in  Medicaid. 

This  bill  speaks  to  an  issue  critical  to  the  quality  of  care  for 
nursing  facility  residents.  If  wage  and  benefit  levels  are  not  ade- 
quate, then  nursing  facilities  will  not  be  able  to  recruit  and  retain 
the  nurses  and  nurse  aides  in  the  numbers  and  of  the  caliber 
needed  to  deliver  quality  care. 

Because  Medicaid  is  the  single  largest  payer  for  nursing  facility 
care,  its  reimbursement  policies  have  a  major  impact  on  the  reve- 
nues of  many  nursing  facilities,  and  on  the  ability  of  those  facilities 
to  compensate  adequately,  the  workers  who  provide  hands-on  care 
to  residents.  The  Walgren  bill  would  phase  in  a  requirement  that 
States,  under  their  Medicaid  programs,  pay  nursing  facilities  the 
costs  of  raising  wages  and  benefits  for  direct  care  nursing  person- 
nel at  a  level  equal  to  the  mean  of  rates  paid  in  that  locality  to 
nursing  personnel  providing  comparable  services  in  hospitals  and 
settings  other  than  nursing  facilities. 

The  purpose  of  this  morning's  hearing  is  to  learn  more  about  the 
bill  and  how  it  would  work  from  nurses,  nurse  aides,  residents,  fa- 
cilities and  State  Medicaid  agencies. 

Without  objection,  I  would  like  to  insert  in  the  record  at  this 
point  the  text  of  H.R.  1649  and  a  copy  of  the  cost  estimate  done  by 
the  Congressional  Budget  Office. 

[The  text  of  H.R.  1649  and  the  cost  estimate  follow:] 


(1) 
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lOlST  CONGKESS     J  J     jy      ^        A  f\ 

1ST  Session  I 

To  amend  title  XIX  of  the  Social  Security  Act  to  require  nursing  facilities 
participating  in  the  medicaid  program  to  pay,  on  a  phased-in  basis,  nursing 
personnel  at  a  rate  at  least  equal  to  the  mean  rate  paid  nursing  personnel 
employed  outside  nursing  facilities. 


IN  THE  HOUSE  OF  EEPEESENTATIYES 

Maech  23,  1989 

Mr.  Walgeen  introduced  the  following  bill;  which  was  referred  to  the  Committee 
on  Energy  and  Commerce 


A  BILL 

To  amend  title  XIX  of  the  Social  Security  Act  to  require 
nursing  facilities  participating  in  the  medicaid  program  to 
pay,  on  a  phased-in  basis,  nursing  personnel  at  a  rate  at 
least  equal  to  the  mean  rate  paid  nursuig  personnel  em- 
ployed outside  nursing  facilities. 

1  Be  it  enacted  by  the  Senate  and  House  of  Representa- 

2  tives  of  the  United  States  of  America  in  Congress  assembled, 

3  SECTION  1.  MINIMUM  WAGE  RATE  FOR  NURSING  PERSONNEL 

4  IN  NURSING  FACILITIES. 

5  (a)  Minimum  Wage  Eate  Eequieements. — Section 

6  1902(a)(13)    of   the    Social    Security   Act    (42  U.S.C. 

7  1396a(a)(13))  is  amended— 


3 


2 

1  (1)  by  striking  "and"  at  the  end  of  subparagraph 

2  (D); 

3  (2)  by  inserting  "and"  at  the  end  of  subparagraph 

4  (E);  and 

5  (3)  by  adding  at  the  end  the  following  new  sub- 

6  paragraph: 

7  "(F)(i)  in  making  payment  for  nursing  facility 

8  services  under  the  plan,  for  payment  of  the  costs 

9  (attributable  to  individuals  receiving  medical  as- 

10  sistance  under  the  State  plan)  of  wages  and  bene- 

11  fits  of  the  facility's  nursing  personnel  (including 

12  nurses'  aides)  who  provide  or  supervise  direct  care 

13  of  residents  at  a  rate  that  is  at  least  equal  to  the 

14  minimum  rate  of  wages  and  benefits  established 

15  under  subsection  (s)(l)  for  nursing  personnel  in  a 

16  locality  in  the  State; 

17  "(ii)  for  recovery  by  the  State  (through  offset 

18  or  otherwise)  from  a  nursing  facihty  of  such 

19  amounts  as  are  paid  to  the  facility  pursuant  to 

20  clause  (i)  but  are  not  expended  by  the  facility  for 

21  wages  and  benefits  of  nursing  personnel  described 

22  in  such  clause;  and 

23  *'(iii)  that  the  State  shall— 

24  "(I)  for  the  period  consisting  of  the 

25  4  calendar  quarters  that  ends  at  least 
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1 

180  days  before  this  subparagraph  is  ef- 

2 

fective  in  the  State,  conduct  a  survey  to 

3 

determine,  through  a  statistically  repre- 

4 

sentative   sample,   the  mean  rate  of 

5 

wages  and  benefits  paid  in  each  locality 

6 

in  the  State  to  nursiug  personnel  (in- 

7 

cluding  nurses'  aides)  who  provide,  in 

8 

nursing  facilities,  nursing  services  de- 

9 

scribed  in  clause  (i)  to  individuals  re- 

10 

ceiving  medical  assistance  under  the 

11 

State  plan, 

12 

''(II)  for  periods  consisting:  of  the  4 

13 

calendar  quarters  that  end  at  least  180 

14 

days  before  each  period  described  in 

15 

subsection  (s)(l),  conduct  a  survey  to 

16 

determine,  throuerh  a  statistically  repre- 

17 

sentative  sample,  the  mean  rate  of 

18 

wages  and  benefits  paid  in  each  locality 

19 

in  the  State  to  nursing  personnel  (in- 

20 

eluding  nurses'  aides)  who  provide,  out- 

21 

side  nursing  facilities,  nursing  services 

COIIipciriiUlc   lU   LilUbtJ  tltJoUllUdl  111  Cld/Uoc 

23 

(i), 

24 

''(TIT)  report  to  each  nursing  facili- 

25 

ty  in  a  locality  in  the  State  on  the  mean 

•HE  1649  ffl 
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4 

1  rates  of  wages  and  benefits  determined 

2  under  subclauses  (I)  and  (II)  for  that  lo- 

3  cality,  and 

4  ''(XV)  report  to  the  Secretary  on 

5  the  mean  rates  of  wages  and  benefits 

6  determined  under  subclauses  (I)  and  (II) 

7  for  each  locality  in  the  State;". 

8  (b)  Computation  of  Minimum  Wage  Rate. — Sec- 

9  tion  1902  of  such  Act  is  further  amended  by  inserting  after 

10  subsection  (r)  the  following  new  subsection: 

11  ''(s)(l)  Except  as  provided  m  paragraph  (2),  for  the  pur- 

12  poses  of  subparagraph  (F)  of  subsection  (a)(13),  the  minimum 

13  rate  of  wages  and  benefits  for  nursuig  personnel  ui  a  locality 

14  in  the  State — 

15  ''(A)  for  the  first  4  calendar  quarters  in  which 

16  such  subparagraph  is  effective  in  the  State,  is  66.5 

17  percent  of  the  base  rate  plus  33.5  percent  of  the  ad- 

18  justed  rate, 

19  ''(B)  for  the  next  4  calendar  quarters  in  which 

20  such  subparagraph  is  effective  in  the  State,  is  66.5 

21  percent  of  the  base  rate  plus  33.5  percent  of  the  ad- 

22  justed  rate, 

23  ''(C)  for  the  next  4  calendar  quarters  in  which 

24  .    such  subparagraph  is  effective  in  the  State,  is  33.5 
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1  percent  of  the  base  rate  plus  66.5  percent  of  the  ad- 

2  justed  rate, 

'3  ''(D)  for  the  next  4  calendar  quarters  in  which 

4  such  subparagraph  is  effective  in  the  State,  is  33.5 

5  percent  of  the  base  rate  plus  66.5  percent  of  the  ad- 

6  justed  rate,  and 

7  "(E)  for  each  succeeding  period  of  4  calendar 

8  quarters  in  which  such  subparagraph  is  effective  in  the 

9  State,  is  100  percent  of  the  adjusted  rate. 

10  ''(2)  If  during  any  period  described  in  paragraph  (1),  the 

11  base  rate  is  greater  than  the  adjusted  rate,  for  the  purposes  of 

12  subparagraph  (F)  of  subsection  (a)(13),  the  minimum  rate  is 

13  the  base  rate. 

14  *'(3)  As  used  in  this  subsection — 

15  '*(A)  the  term  'base  rate'  means  the  rate  deter- 

16  mined  for  the  locality  under  subsection  (a)(13)(F)(iii)(I), 

17  and 

18  "(B)  the  term  'adjusted  rate'  means  the  rate  de- 

19  termined  for  the  locality  for  the  appropriate  period 

20  under  subsection  (a)(13)(F)(iii)(ID.". 

21  (c)  Transition. — For  the  purposes  of  the  amendment 

22  made  by  section  1(3),  for  periods  ending  before  October  1, 

23  1990,  any  reference  to  "nursing  facility  services"  shall  be 

24  deemed  a  reference  to  "skilled  nursmg  facility  services"  and 

25  "intermediate  care  facility  services". 
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1  SEC.  2.  INCORPORATING  REQUIREMENTS  INTO  STATE  PLAN. 

2  (a)  Effective  Date. — The  amendment  made  by  sec- 

3  tion  1(3)  applies  to  payments  mider  title  XIX  of  the  Social 

4  Security  Act  for  calendar  quarters  beginning  with  the  first 

5  calendar  quarter  that  begins  more  than  180  days  after  the 

6  date  of  the  enactment  of  this  Act,  without  regard  to  whether 

7  regulations  to  implement  such  amendment  are  promulgated 

8  by  such  date. 

9  (b)  State  Plan  Amendments. — If  an  amendment  to 

10  a  State  plan  for  medical  assistance  under  title  XIX  of  the 

11  Social  Security  Act  is  necessary  for  comphance  with  the  re- 

12  quirements  of  section  1902(a)(13)(r)  of  such  Act  (as  added  by 

13  section  1(3)  of  this  Act),  then  the  State  shall  submit  such 

14  amendment  to  the  Secretary  of  Health  and  Human  Services 

15  not  later  than  90  days  after  the  date  of  the  enactment  of  this 

16  Act.  The  Secretary  shall,  not  later  than  180  days  after  the 

17  date  of  the  enactment  of  this  Act,  review  each  such  plan 

18  amendment  for  compliance  with  such  requirements  and  by 

19  such  date  shall  approve  or  disapprove  each  such  amendment. 

20  If  the  Secretary  disapproves  such  amendment,  the  State  shall 

21  immediately  submit  a  revised  amendment  which  meets  such 

22  requirements.  The  absence  of  approval  of  such  a  plan  amend- 

23  ment  does  not  relieve  the  State  or  any  nursing  facility  of  any 

24  obligation  or  requirement  under  title  XIX  of  the  Social 

25  Security  Act. 

O 

•HE  1649  m 
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CONGRESSIONAL  BUDGET  OFFICE 
COST  ESTIMATE 

October  27,  1989 

1.  BILL  NUMBER:     H.R.  1649 

2.  BILL  TITLE:  None. 

3.  BILL  STATUS: 

As  introduced  in  the  House  of  Representatives  on  March  23,  1989. 

4.  BILL  PURPOSE: 

To  amend  title  XIX  of  the  Social  Security  Act  to  require  nursing  facilities 
participating  in  the  Medicaid  program  to  pay,  on  a  phased- in  basis,  nursing 
personnel  at  a  rate  at  least  equal  to  the  mean  rate  paid  nursing  personnel 
employed  outside  nursing  facilities. 

5.  ESTIMATED  COST  TO  THE  FEDERAL  GOVERNMENT: 

(by  fiscal  years,  in  millions  of  dollars) 
1990        1991        1992         1993  1994 

Estimated  Budget  Authority  185         845        1,190      2,095  2,600 

Estimated  Outlays  185         845        1,190      2,095  2,600 

The  costs  of  this  bill  fall  within  budget  function  550. 

Basis  of  Estimate 

The  estimate  is  based  upon  the  portion  of  Medicaid's  nursing  facility 
reimbursement  currently  attributable  to  nursing  services.  According  to 
sources  at  the  American  Hospital  Association  and  the  American  Health  Care 
Association  (AHCA) ,  approximately  45  percent  of  nursing  facilities'  revenue 
is  expended  on  nursing  personnel  wages  and  benefits.  Thus,  in  1990, 
approximately  $7.1  billion  of  the  $15.8  billion  expected  Medicaid 
expenditures  for  nursing  home  ser~vices  will  be  spent  on  nursing  wages  and 
benefits . 

According  to  AHCA's  Wages  and  Benefits  survey  of  1988  and  the  National  Sample 
Survey  conducted  by  the  Health  Resources  and  Services  Agency  of  the  Public 
Health  Service,  the  overall  wage  differential  between  nursing  staff  in 
nursing  home  settings  and  other  facilities  was  31  percent  in  1988.  The 
overall  differential  was  calculated  by  weighting  each  of  the  wage 
differentials  for  nurses  aids,  licensed  practical  nurses,  and  registered 
nurses  by  the  approximate  number  of  nurses  in  each  of  these  categories. 
Under  this  proposal,  Medicaid's  spending  for  nursing  personnel  would  then 
increase  in  1990  by  31  percent  from  approximately  $7.1  billion  to  $9.3 
billion.  The  cost  of  this  legislation  would  be  the  difference  between 
current  expenditures  and  the  estimated  expenditures  or  $2.2  billion  in"1990, 
growing  with  inflation  to  $2.6  billion  in  1994.  However,  due  to  a  gradual 
phase- in  of  the  bill  over  the  course  of  sixteen  calendar  quarters,  the  full 
differential  would  not  be  in  effect  until  1994. 

6.  ESTIMATED  COST  TO  STATE  AND  LOCAL  GOVERNMENT:  The  federal  government  pays 
an  average  of  56  percent  of  the  total  cost  of  the  Medicaid  program.  State 
and  local  governments  fund  the  remaining  44  percent.  Applying  this 
distribution  to  the  costs  of  H.R.  1649,  the  state  and  local  costs  would  be 
approximately  $150  million  in  1990,   increasing  to  $2.1  billion  in  1994. 

7.  ESTIMATE  COMPARISON:  None 

8.  PREVIOUS  GEO  ESTIMATE:  None 

9.  ESTIMATE  PREPARED  BY:     Jean  Hearne  (226-2820) 

10.  ESTIMATE  APPROVED  BY: 


James  L.  Blum 
Assistant  Director 
for  Budget  Analysis 
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Mr.  Waxman.  When  Congressman  Walgren  introduced  this  bill 
in  March  of  last  year,  he  was  a  member  of  this  subcommittee.  Of 
course,  earlier  this  year,  he  became  the  Chairman  of  the  Subcom- 
mittee on  Commerce,  Consumer  Protection,  and  Competitiveness. 
We  have  asked  him  to  join  us  this  morning  as  both  an  alumnus 
and  an  author.  I  would  like  to  recognize  him  at  this  point  for  any 
opening  remarks  he  would  like  to  make. 

Mr.  Walgren. 

Mr.  Walgren.  Thank  you  very  much,  Mr.  Chairman,  and  I  par- 
ticularly appreciate  the  time  and  attention  that  you  have  given 
this  bill  that  I  introduced,  and  I  especially  appreciate  the  opportu- 
nity to  come  and  join  with  you  today  as  you  hear  testimony  about 
it. 

I  have  introduced  this  legislation  to  make  salaries  of  nursing 
staff  in  nursing  homes  comparable  to  nursing  staff  in  other  health 
care  facilities,  because  I  believe  that,  despite  the  reforms  in  staff- 
ing levels  and  training  requirements  that  were  so  important  and  so 
needed,  that  we  put  into  law  in  1987,  we  all  know  that  the  atten- 
tion nursing  home  patients  receive  today  and  will  receive  as  those 
reforms  are  brought  into  being  will  remain  minimal. 

Nursing  home  patients  are  sick,  they  are  disabled,  and  yet  when 
we  look  at  the  amount  of  time  and  attention  they  receive  from  pro- 
fessional health  care  personnel,  we  find  that  registered  nurses 
spend  on  average  only  12  minutes  a  day  per  patient  in  nursing 
homes.  In  hospitals,  the  hands-on  attention  is  much  greater,  45 
minutes  per  patient  per  day. 

Forty  percent  of  nursing  homes  report  their  registered  nurses 
have  contact  for  only  6  minutes  or  less  per  patient  per  day.  Hands- 
on  care  to  patients  is  minimal  because  nursing  home  staffs  are 
stretched  to  the  limit,  and  wage  and  benefit  rates  do  not  attract 
well-trained  quality  personnel. 

Many  are  committed  and  many  are  compassionate  employees. 
They  have  to  be  able  to  withstand  the  kinds  of  difficulties  that  they 
confront  hour  by  hour  in  nursing  homes.  But  while  attracting  and 
retaining  committed,  competent  personnel  depends  on  many  fac- 
tors, the  one  factor  that  cannot  be  overcome  is  a  failure  in  salary 
comparability  to  other  kinds  of  nursing  situations. 

Seven  hundred  thousand  people  provide  nursing  home  care  in 
nursing  homes.  Twelve  percent  are  registered  nurses.  Seventeen 
percent  are  licensed  practical  nurses.  Seventy-one  percent  are 
nurse  aides.  Ninety  percent  of  the  care  is  given  by  nurse  aides 
alone. 

Most  nursing  homes  report  a  shortage  of  nursing  personnel  and 
the  staff  turnover  is  something  that  cannot  be  believed,  let  alone 
managed.  From  60  to  90  percent  of  staff  turn  over  every  year. 

The  1988  HHS  study  shows  that  earnings  of  registered  nurses 
who  work  in  general  duty  nursing  and  nursing  homes  are  only  82 
percent  of  hospital  registered  nurses.  Licensed  practical  nurses'  sal- 
aries show  wide  disparities. 

In  Detroit,  licensed  practical  nurses  earn  23  percent  less  than 
comparable  hospital  nurses,  nurse  aides,  men  and  women  who 
really  are  on  the  front  line  in  these  facilities,  earn  from  $3.65  an 
hour  in  Houston,  to  $8  or  so  an  hour  in  New  York,  a  difference  of 
143  percent. 
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I  would  like  to  submit  for  the  record,  Mr.  Chairman,  an  excellent 
compilation  of  data  on  wages  prepared  by  Richard  Price  of  the  Con- 
gressional Research  Service  as  background. 

Mr.  Waxman.  Without  objection. 

[Testimony  resumes  on  p.  28.] 

[The  CRS  compilation  referred  to  follows:] 
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Congressional  Research  Service 
The  Library  of  Congress 


Washington.  DC.  20540 


July  16,  1990 


TO 


Honorable  Doug  Walgren 
Attention:   Glenda  Booth 


FROM  Richard  Price 

Specialist  in  Social  Legislation 
Education  and  Public  Welfare  Division 

SUBJECT  :     Information  on  Nursing  Home  Staff 

This  is  in  response  to  your  request  for  information  on  issues  raised  by 
your  bill,  H.R.  1649,  that  would  require  the  nursing  staff  of  nursing  homes 
to  be  paid  minimum  wage  rates  established  according  to  procedures  outlined 
in  the  bill.  You  requested  this  information  as  background  for  a  hearing 
scheduled  for  your  bill  July  20.  Specifically,  you  asked  for  (1)  the  most 
current  comparative  information  on  salaries  of  nursing  personnel  in  various 
practice  settings;  (2)  innovative  approaches  used  by  nursing  homes  and  States 
to  increase  salaries  of  nursing  home  staff  and  to  retain  and  attract  persons 
to  work  in  nursing  homes;  and  (3)  potential  problems  and  other  comments  on 
with  H.R.  1649. 

SUMMARY  OF  H.R.  1649 

H.R.  1649  would  require  State  Medicaid  plans  to  include  in  their 
reimbursements  to  nursing  homes  payment  for  the  wages  and  benefits  of 
nursing  personnel  at  rates  that  are  at  least  equal  to  the  mean  rates  paid 
nursing  personnel  employed  outside  nursing  homes.  The  bill  would  require 
that  all  nursing  personnel  who  provide  or  supervise  direct  care  of  Medicaid 
nursing  home  residents  be  paid  this  minimum  rate. 

For  purposes  of  determining  the  mean  wage  and  benefit  rates  to  be  paid 
by  Medicaid,  States  would  be  required  to  conduct  a  statistically  representative 
sample  survey  of  the  wages  and  benefits  of  nursing  personnel  within  nursing 
homes  as  well  as  the  wages  and  benefits  of  nursing  personnel  who  work 
outside  nursing  homes  and  who  provide  services  comparable  to  those  provided 
by  nursing  home  personnel.  These  surveys  would  be  conducted  so  as  to 
determine  the  mean  rate  of  wages  and  benefits  to  be  paid  in  each  locality  of 
the  State.  After  they  are  established,  the  new  wage  and  benefit  rates  for 
nursing  home  personnel  would  be  phased  in  over  a  period  of  5  years.  States 
would  be  required  to  recover  from  Medicaid  nursing  homes  amounts  paid  for 
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but  not  used  by  the  facility  for  the  new  wages  and  benefits  of  nursing  home 
personnel. 

NURSING  STAFF  IN  NURSING  HOMES 

The  National  Center  for  Health  Statistics  conducts  periodic  surveys  of 
nursing  homes  and  their  residents  and  staff.  The  latest  of  these  surveys, 
known  as  the  National  Nursing  Home  Survey  (NNHS),  was  conducted  in 
1985.  According  to  the  1985  NNHS,  there  were  19,100  nursing  homes  in  the 
country  in  1985.  These  homes  had  1,624,200  beds  and  1,491,400  residents,  for 
an  occupancy  rate  of  nearly  92  percent. 

Almost  all  nursing  home  beds--nearly  90  percent-were  certified  for 
participation  in  Medicare  and/or  Medicaid  as  skilled  nursing  facilities  (SNFs) 
or  intermediate  care  facilities  (ICFs).  Table  1  indicates  that  1.4  million  of  the 
1.6  million  nursing  home  beds  in  the  country  were  certified  for  participation 
in  Medicare  and/or  Medicaid  in  1985.  The  largest  portion  of  certified  beds 
were  certified  as  both  SNFs  and  ICFs  (724,000).  Smaller  shares  were  certified 
as  SNFs  only  (307,900)  or  ICFs  only  (409,400).  Only  182,900  beds  were  not 
certified  for  participation  in  Medicare  and/or  Medicaid  in  1985.  Unfortunately, 
the  NNHS  did  not  collect  data  on  certification  status  in  such  a  way  as  to 
isolate  those  beds  which  are  certified  for  Medicaid  participation  only.* 
However,  a  survey  conducted  by  the  National  Governors'  Association  for  the 
Congressional  Research  Service  in  1987  found  approximately  1.3  million 
nursing  home  beds  certified  for  participation  in  Medicaid.  Table  2  shows  total 
Medicaid  certified  beds  for  the  nation  as  a  whole  as  well  as  for  each  of  the 
States.  From  this  table,  it  would  appear  that  most  certified  beds  are  certified 
for  participation  in  Medicaid. 


'Those  beds  that  are  certified  as  SNFs  may  particpate  in  either  Medicare 
or  Medicaid  or  both.  As  table  1  indicate'^,  some  beds  are  certified  as  both 
SNFs  and  ICFs,  Since  Medicare  does  not  cover  ICF  care,  those  beds  certified 
as  ICF  only  would  be  certified  for  participation  in  Medicaid  only. 
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TABLE  2.  Number  of  Medlcaid-Certified 
Nursing  Home  Beds  by,  State,  1987 


Total  certified 
nursing  home  beds 


Total    1,291,136 

Alabama   21,650 

Alaska    646 

Arkansas   21,356 

California    111,073* 

Colorado   16,976 

Connecticut   NR 

Delaware   3,729 

D.C   4,584 

Florida   47,683 

Georgia  ,   32,319 

Hawaii    2,821 

Idaho    4,813 

Illinois    NR 

Indiana   47,926 

Iowa   33,200 

Kansas   26,393 

Kentucky    18,647 

Louisiana    32,595 

Maine   NR 

Maryland   23,705 

Massachusetts    47,187 

Michigan   37,851 

Minnesota   46,984 

Mississippi    13,882 

Missouri   33,491 

Montana   6,646 

Nebraska    17,036 

Nevada   2,745 

New  Hampshire   6,979 

New  Jersey   36,945 

New  Mexico   6,047 

New  York   99,506* 

North  Carolina    NR 

North  Dakota    6,821 

Ohio   78,866 

Oklahoma   28,706 

Oregon   14,837* 

Pennsylvania   80,967 

Rhode  Island   9,571 
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TABLE  2.  Number  of  Medicaid-CertiTied 
Nvirslng  Home  Beds  by,  State,  1987  -Coiitinued 


Total  certified 
nursing  home  beds 


South  Carolina    15,213* 

South  Dakota    7,773 

Tennessee   26,403* 

Texas   94,866 

Utah    6,692 

Vermont   3,412 

Virginia    21,693 

Washington   26,205 

West  Virginia    9,417 

Wisconsin    52,000 

Wyoming   2,279 


NOTE:  "Total  certified  nursing  home  beds"  includes  beds  in  facilities 
certified  for  participation  in  Medicaid  as  skilled  nursing  facilities  (SNFs), 
intermediate  care  facilities  (ICFs),  or  both.  Except  as  noted,  it  does  not 
include  intermediate  care  facilities  for  the  mentally  retarded.  The  TOTAL  is 
given  for  reporting  States  only. 

Data  was  reported  during  the  second  quarter  of  1987,  but  the  date  of  the 
actual  count  was  not  specifically  requested  and  was  therefore  not  reported  by 
most  States.  Where  a  State  indicated  that  the  reported  count  dates  from 
earlier  than  1986,  an  asterisk  appears.  Dates  for  these  States  are  given  in  the 
individual  State  notes  below. 

'Individual  State  Notes 

NK:  Not  reported. 

California  data  pertain  to  1985. 

New  York  data  are  from  Dec.  31,  1984. 

Oregon's  bed  total  includes  all  licensed  beds.  A  new  State  law  will 
require  all  beds  in  a  certified  facility  to  be  certified.  This  is  expected  to  result 
in  virtually  all  beds  in  the  State  becoming  certified.  Most  facilities  are 
certified  as  both  SNF  and  ICF. 

South  Carolina's  bed  total  includes  intermediate  care  facilities  for  the 
mentally  retarded. 
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Tennessee  data  pertain  to  1985. 

Source:  U.S.  Library  of  Congress.  Congressional  Research  Service. 
Medicaid  Eligibility  for  the  Elderly  in  Need  of  Long  Term  Care.  CRS  Report 
for  Congress  No.  87-986  EPW,  by  Edward  Neuschler.  Prepared  under  contract 
No.  86-20.  Washington,  Sept.  1987.  p.  24. 


The  NNHS  found  that  nursing  homes  employed  a  total  of  1.16  million 
full-time  equivalent  employees  (FTEs)  in  1985.  Of  this  total,  about  61 
percent,  or  704,300  FTEs,  were  nursing  personnel.  The  NNHS  divided 
nursing  personnel  into  three  categories:  registered  nurses,  licensed  practical 
nurses,  and  nurses'  aides  and  orderlies.  Registered  nurses  amounted  to  12 
percent  of  total  nursing  personnel;  licensed  practical  nurses  amounted  to  17 
percent;  and  nurses*  aides  the  remaining  71  percent.^  The  great  bulk  of  care 
provided  in  nursing  homes  is  provided  by  nurses'  aides.  The  Institute  of 
Medicine  has  estimated  that  as  much  as  90  percent  of  resident  care  in  nursing 
homes  is  delivered  by  aides.^ 

EARNINGS  OF  NURSING  STAFF  WORKING  IN 
NURSING  HOMES  AND  OTHER  SETTINGS 

Earnings  of  Registered  Nurses 

The  most  current  and  comprehensive  comparative  salary  data  for  nursing 
personnel  working  in  a  variety  of  health  care  settings  was  collected  in  1988 
by  the  Division  of  Nursing  of  the  Public  Health  Service.  This  survey  was 
limited  to  registered  nurses  (RNs).  Table  3  presents  average  annual  earnings 
of  RNs  employed  full-time  in  a  number  of  different  practice  settings. 

In  1988,  average  full-time  earnings  of  registered  nurses  for  all  settings 
was  $28,383.  For  RNs  working  in  nursing  homes/extended  care  facilities, 
average  earnings  were  $25,351,  or  about  11  percent  less  than  the  average  for 
all  RNs.  Another  way  of  expressing  this  difference  is  in  terms  of  a  ratio.  In 
1988,  nursing  home  RN  average  earnings  were  89  percent  of  average  earnings 
for  all  RNs.  A  slightly  larger  differential  exists  when  average  earnings  for 
RNs  in  nursing  homes  are  compared  to  average  earnings  of  hospital  RNs. 
Nursing  home  RNs  had  average  earnings  that  were  13  percent  less  than 


^Strahan,  Genevieve.  Nursing  Home  Characteristics:  Preliminary  Data 
from  the  1985  National  Nursing  Home  Survey.  Advance  Data.  No.  131, 
Mar.  27,  1987.  p.  6. 

^Institute  of  Medicine.  Improving  the  Quality  of  Care  in  Nursing  Homes. 
Washington,  National  Academy  Press,  1986.  p.  90. 
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hospital  RNs,  In  other  words,  average  earnings  of  nursing  home  RNs  were 
87  percent  of  hospital  RNs, 

Table  3  shows  that  nursing  home  RNs  have  average  earnings  that  are 
consistently  less  than  earnings  for  RNs  in  other  settings.  Average  earnings 
for  nursing  home  RNs  who  work  as  staff  or  general  duty  nurses  were  82 
percent  of  earnings  of  hospital  RNs  working  in  similar  positions.  For  nursing 
home  RNs  working  as  supervisors,  average  earning  were  80  percent  of  hospital 
RNs  working  as  supervisors. 

It  should  be  noted  that  this  table  assumes  that  the  work  of  RNs  is 
comparable  across  these  various  settings.  In  fact,  qualitative  differences  may 
exist  to  justify  earnings  differentials.  For  instance,  hospitals  have  a  more 
complex  hierarchy  of  registered  nurse  staff  and  responsibilities  for  this  staff 
than  nursing  homes  where  there  may  be  only  one  or  two  RNs  employed.  The 
averages  probably  reflect  this. 

In  addition,  the  use  of  average  earnings  may  mask  considerable  variance 
in  earnings  in  one  practice  setting  that  does  not  exist  for  another.  For 
example,  a  sizable  number  of  RNs  may  earn  a  good  deal  less  than  the  average 
that  is  indicated  in  the  table,  and  in  another  setting,  most  nurses  may  be 
clustered  close  to  the  average.  The  Division  of  Nursing  could  not  supply  us 
this  information;  however,  analysis  of  earlier  survey  data  on  RN  earnings 
found  a  larger  proportion  of  RNs  in  nursing  homes  earning  lower  salaries 
than  RNs  in  hospitals.'*  Moreover,  average  earnings  may  also  hide 
considerable  geographic  variation  in  earnings  across  health  care  settings. 

Finally,  these  averages  are  for  earnings  only.  They  do  not  deal  with 
difTerences  in  benefits,  such  as  vacation  time,  health  insurance,  where  there 
may  also  be  considerable  variation.  The  Division  of  Nursing  did  not  collect 
comparative  information  on  benefits  of  RNs  working  in  various  health  care 
settings. 


^Secretary's  Commission  on  Nursing,  Final  Report,  v.  1,  Dec.  1988.  p.  3. 
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Earnings  of  Licensed  Practical  Nurses 
and  Nurses'  Aides 

The  most  recent  comparative  data  for  earnings  of  the  two  other  categories 
of  nursing  personnel  employed  by  nursing  homes-licensed  practical  nurses 
(LPNs)  and  nurses'  aides-was  collected  in  1985  by  the  Bureau  of  Labor 
Statistics  (BLS),  Department  of  Labor.  This  data  was  collected  by  BLS  for 
two  settings,  the  hospital  and  nursing  and  personal  care  facilities.  This  data 
is  part  of  a  comprehensive  survey  of  earnings  of  a  broad  range  of  professional 
and  nonprofessional  personnel  employed  in  hospitals  and  nursing  homes.  BLS 
collected  hospital  wage  data  in  23  metropolitan  statistical  areas  and  nursing 
home  wage  data  in  22  areas.* 

Table  4  shows  average  hourly  earnings  of  LPNs  working  in  hospitals  and 
nursing  homes  in  1985.  The  table  shows  a  wide  varation  in  hourly  earnings 
for  both  hospital  and  nursing  home  LPNs  across  the  Nation.  For  nursing 
home  LPNs,  the  lowest  average  hourly  earning  rate  was  $6.20  in  Atlanta  and 
the  highest  rate  was  $10.92  in  New  York,  a  difference  of  76  percent.  There 
was  also  a  good  deal  of  variation  across  the  country  in  the  ratio  of  the 
earnings  of  nursing  home  LPNs  to  hospital  LPNs.  This  ratio  ranged  from  .77 
in  Detroit  to  1.11  in  New  York,  In  other  words,  in  Detroit  nursing  home 
LPNs  earned  on  average  77  percent  of  hospital  LPNs,  or  23  percent  less.  In 
New  York,  on  the  other  hand,  the  average  hourly  earnings  of  nursing  home 
LPNs  were  actually  greater  than  the  earnings  of  hospital  LPNs.  Clearly  New 
York  is  the  exception  in  this  survey,  with  every  other  area  showing  lower 
earnings  for  nursing  home  LPNs  than  for  hospital  LPNs. 

Table  5  shows  the  average  hourly  earnings  of  nurses'  aides  working  in 
hospitals  and  nursing  homes.  A  similar  wide  variation  in  hourly  earnings 
exists  for  both  hospital  and  nursing  home  aides.  The  lowest  average  rate  was 
$3.65  in  Houston  and  the  highest  was  $8.87  in  New  York,  a  difference  of  143 
percent.  This  table  also  shows  a  wide  variation  in  the  ratio  of  hourly 
earnings  of  nursing  home  aides  to  hospital  aides.  What  is  particularly  striking 
about  these  ratios,  however,  is  the  large  disparity  they  reveal  in  the  earnings 
of  nursing  home  aides  as  compared  to  hospital  aides.  Nursing  home  aides 
earned  on  average  53  percent  of  the  hourly  rate  of  hospital  aides  in  San 
Francisco.  Thirteen  of  the  areas  surveyed  by  BLS  show  nursing  home  aides 
earning  less  than  70  percent  of  the  hourly  rate  of  hospital  aides. 


^While  BLS  has  collected  more  recent  earnings  data  for  hospital 
employees,  it  has  not  collected  nursing  home  earnings  since  1985. 
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TABLE  4.  Average  Hourly  Earnings  of  Full-Time 
Licensed  Practical  Nurses,  1985 


Ratio  of  nursing 
Nursing  and  home  LPN  to 

personal  care  hospital  LPN 

Hospital  facilities  hourly  earnings 


Boston 

$9.16 

$8.51 

.93 

Buffalo 

7.68 

6.31 

.82 

New  York 

9.82 

'  10.92 

1.11 

Philadelphia 

8.73 

8.23 

.94 

Atlanta 

7.20 

6.20 

.86 

Baltimore 

8.64 

7.50 

.87 

Dallas-Ft.  Worth 

7.53 

7.38 

.98 

Houston 

8.08 

7.14 

.88 

Miami 

8.50 

7.71 

.91 

Washington,  D.C. 

8.87 

8.34 

.94 

Chicago 

8.80 

7.18 

.82 

Cleveland 

8.93 

7.58 

.85 

Detroit 

9.39 

7.20 

.77 

Kansas  City 

8.10 

7.20 

.89 

Milwaukee 

8.40 

7.95 

.95 

Minn.-St.  Paul 

8.96 

8.66 

.97 

St.  Louis 

8.51 

6.79 

.80 

Denver 

9.01 

7.54 

.84 

Los  Angeles 

9.62 

8.50 

.88 

Oakland 

10.79 

8.86 

.82 

Portland 

8.91 

NA. 

San  Francisco 

10.80 

8.79 

.81 

Seattle 

8.33 

7.58 

.91 

Source:  U.S.  Dept.  of  Labor.  Bureau  of  Labor  Statistics.  Industry  Wage 
Survey:  Nursing  and  Personal  Care  Facilities,  September  1985.  Bulletin 
2275,  Mar.  1987;  U.S.  Dept.  of  Labor.  Bureau  of  Labor  Statistics.  Industry 
Wage  Survey:  Hospitals,  September  1985.  Bulletin  2273,  Feb.  1987. 
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TABLE  5.  Average  Hourly  Earnings  of  Full-Time  Nurse  Aides 

1986 


Ratio  of  nursing 
Nursing  and  home  aide  to 

personal  care  hospital  aide 

Hospital  facilities  hourly  earnings 


Boston 

$6.70 

$5.36 

.80 

Buffalo 

6.09 

4.77 

.78 

New  York 

8.70 

8.87 

1.02 

Philadelphia 

7.64 

4.98 

.65 

Atlanta 

5.62 

3.85 

.69 

Baltimore 

6.53 

4.56 

.70 

Dallas-Ft.  Worth 

5.43 

3.85 

.71 

Houston 

5.79 

3.65 

.63 

Miami 

6.38 

4.70 

.74 

Washington,  D.C. 

7.21 

4.68 

.65 

Chicago 

7.06 

4.43 

.63 

Cleveland 

7.17 

4.52 

.63 

Detroit 

7.06 

4.01 

.57 

Kansas  City 

5.72 

4.10 

.72 

Milwaukee 

6.83 

5.04 

.74 

Minn.-St.  Paul 

7.01 

6.37 

.91 

St.  Louis 

6.47 

4.08 

.63 

Denver 

7.11 

4.19 

.59 

Los  Angeles 

7.09 

4.51 

.64 

Oakland 

9.50 

5.30 

.56 

Portland 

7.24 

NA. 

San  Francisco 

9.76 

5.21 

.53 

Seattle 

7.26 

4.68 

.64 

Source:  U.S.  Dept.  of  Labor.  Bureau  of  Labor  Statistics.  Industry  Wage 
Survey:  Nursing  arid  Personal  Care  Facilities,  September  1985.  Bulletin 
2275,  Mar.  1987;  U.S.  Dept.  of  Labor.  Bureau  of  Labor  Statistics.  Industry 
Wage  Survey:  Hospitals,  September  1985.  Bulletin  2273,  Feb.  1987. 


22 


CRS.12 


EFFORTS  BY  NURSING  HOMES  AND  STATES  TO  ATTRACT 
AND  RETAIN  NURSING  STAFF  OF  NURSING  HOMES 

In  order  to  determine  what  approaches  nursing  homes  and  States  were 
using  for  increasing  the  salaries  and  benefits  of  nursing  staff  and  for  retaining 
nursing  personnel,  we  contacted  a  number  of  organizations,  including  the 
American  Association  of  Homes  for  the  Aging,  the  National  Citizens  Coaltion 
for  Nursing  Home  Reform,  the  American  Health  Care  Association,  the 
Association  of  State  Medicaid  Directors,  the  National  Governors'  Association, 
and  the  Intergovernmental  Health  Policy  Project.  These  organizations  cited 
the  following  examples. 

Some  States  have  enacted  wage  pass-throughs  for  increases  in  nursing 
salaries.  For  example,  in  1988  California  increased  Medicaid  nursing  home 
payment  rates  to  reflect  additional  labor  costs  incurred  as  a  result  of  an 
increase  in  the  State's  minimum  wage  law.  Other  States,  such  as  Illinois  and 
Michigan,  have  increased  their  nursing  home  rates  in  order  to  increase  wages 
of  nursing  staff.  In  1989,  Maine  passed  a  law  which  prohibited  the  State's 
Medicaid  nursing  home  prospective  payment  system  from  setting  ceilings  on 
payments  made  for  wages  and  benefits  of  nursing  personnel.  In  essence, 
Maine  took  the  wage  component  for  nurses  out  of  its  prospective  payment 
system  and  reimbursed  nursing  homes  for  the  actual  costs  they  incurred  for 
the  wages  of  licensed  nurses  and  nurses'  aides. 

Benefits  offered  at  the  nursing  home  are  important  considerations  in 
recruiting  and  retaining  personnel.  Important  benefits  include  the  potential 
for  salary  increases,  employer  contributions  to  health  benefits  coverage, 
vacation  time,  and  on-site  day  care.  These  observations  from  the 
organizations  mentioned  above  correspond  to  findings  of  the  1985  NNHS  on 
responses  of  RNs  to  questions  about  factors  which  would  encourage  continued 
employment  in  nursing  homes.  See  Attachment  1. 

Career  ladder  programs  are  also  important,  especially  for  nurse  aides. 
These  can  include  training  to  enable  the  aide  to  provide  more  specialized  care 
as  an  aide.  Some  nursing  homes  give  both  wage  increases  and  professional 
recognition  for  the  attainment  of  new  skills.  Career  mobility  programs  can 
also  include  tuition  support  for  aides  to  become  licensed  practical  nurses  or 
licensed  vocational  nurses.  In  these  programs,  the  nursing  home  typically 
provides  tuition  support  to  aides  who  agree  to  stay  on  staff  for  a  period  of 
time  after  becoming  licensed. 

Nursing  homes  have  also  learned  that  involving  all  levels  of  nursing  staff, 
including  aides,  in  the  provision  of  care  improves  retention.  This  team 
approach  has  also  been  effective  in  retaining  staff  where  it  extends  to  the 
development  of  plans  of  care. 

Some  nursing  homes  have  found  that  the  way  care  is  provided  can  have 
an  impact  on  the  morale  and  retention  of  staff.  For  example,  some  homes 
have  decreased  the  use  of  restraints  and  have  found  that  this  change  has 
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established  a  more  dynamic  atmosphere  in  the  home.  Patients  are  more 
active,  staff  have  more  care-giving  responsibilities,  and  stafT  report  being  more 
satisfied  with  their  jobs. 

COMMENTS  ON  H.R.  1649 

H.R.  1649  would  require  States  to  increase  payments  to  nursing  homes 
for  the  higher  wages  and  benefits  that  would  have  to  be  paid  to  nursing 
personnel  providing  care  to  Medicaid  beneficiaries.  This  may  be  a  major 
concern  for  the  States,  since  it  would  likely  result  in  significant  additional 
spending  under  their  Medicaid  plans.  Tables  1  and  2  above  indicated  that 
most  nursing  home  beds  are  certified  for  participation  in  Medicaid.  During 
the  reconciliation  process  in  1989,  States  expressed  concern  about  the 
budgetary  impact  of  some  of  the  new  Medicaid  requirements  that  were 
included  in  pending  bills.  Medicaid  accounts  for  the  second  largest  component 
of  aggregate  State  spending,  after  education.® 

States  are  also  particularly  concerned  about  their  spending  for  nursing 
home  care  under  Medicaid.  As  a  proportion  of  total  program  spending  for  all 
beneficiaries,  Medicaid  expenditures  for  nursing  home  care  amounted  to  almost 
30  percent  of  total  spending  in  1988.  In  addition,  beginning  October  1,  1990, 
States  face  the  need  to  increase  spending  for  nursing  home  care  as  the  result 
of  new  requirements  that  become  effective  under  nursing  home  reform 
legislation  passed  in  1987.  Among  these  is  a  requirement  that  nursing  homes 
participating  in  Medicaid  upgrade  the  amount  of  licensed  nursing  care  they 
have  on  duty  during  the  day.' 


telephone  conversation  with  the  National  Association  of  State  Budget 
Officers. 

''One  of  the  main  differences  that  distinguishes  the  requirements  for  SNFs 
participating  in  Medicare  and  Medicaid  from  those  for  Medicaid  ICFs  is  the 
licensed  nurse  staffing  requirement.  Medicare  has  required  that  SNFs  have 
on  duty  24  hours  a  day  licensed  nurses,  including  the  services  of  a  registered 
professional  nurse  at  least  during  the  day  tour  of  duty  7  days  a  week. 
Licensed  nurses  include  registered  nurses  or  practical  and  vocational  nurses 
licensed  by  the  State  in  which  they  practice.  Certain  rural  SNFs  may  receive 
a  waiver  from  the  Health  Care  Financing  Administration  (HCFA)  for  the 
registered  nurse  requirment  for  a  48-hour  period.  The  nursing  home  reform 
legislation  contained  in  the  Omnibus  Budget  Reconcilation  Act  of  1987  (OBRA 
87)  retained  these  same  licensed  nursing  requirements  for  SNFs  participating 
in  Medicare.  Effective  Oct.  1,  1990,  SNFs  must  provide  24-hour  licensed 
nursing  care  and  must  use  a  registered  professional  nurse  at  least  8 
consecutive  hours  a  day  7  days  a  week  (with  waivers  permitted  for  the 
registered  nurse  requirement  for  certain  rural  facilities). 

For  ICFs,  on  the  other  hand.  Medicaid  has  only  required  that  a  licensed 
nurse  be  on  duty  on  the  day  shift  7  days  a  week.  This  licensed  nurse  could 

(continued...) 
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States  are  also  likely  to  find  problematic  your  bill's  requirement  that  they 
conduct  surveys  of  wages  and  benefits  of  nursing  personnel  in  a  variety  of 
work  settings  in  various  localities  of  the  State.  Because  States  do  not 
currently  conduct  such  surveys,  this  could  involve  significant  new  effort  and 
expense  for  them. 

Table  5  showed  particularly  large  differentials  in  earnings  of  nursing 
home  aides  as  compared  to  hospital  aides.  Data  do  not  exist  to  indicate 
whether  differentials  as  large  as  these  still  exist  today.  However,  the 
competition  nursing  homes  face  for  recruiting  nurses'  aides  is  not  simply  from 
other  health  care  settings.  Hospitals,  home  health  care  agencies,  and  nursing 
homes  alike  have  indicated  that  they  have  had  difficulty  recruiting  aides 
because  service  businesses  such  as  fast  food  chains  pay  more  than  they  do. 

A  number  of  States  (including  Connecticut,  Illinois,  Maryland,  Minnesota, 
Nebraska,  New  York,  Ohio,  and  West  Virginia)  use  case-mix  adjustments  in 
their  reimbursement  rates  for  Medicaid  nursing  home  patients.  Case-mix 
adjustments  translate  patients  varying  service  needs  into  specific 
reimbursement  rates  that  result  in  higher  payment  rates  for  patients  who  cost 
more  to  serve  and  lower  payment  rates  for  patients  who  cost  less.  Case-mix 
adjustments  could  enable  nursing  homes  to  ofTer  more  attractive  salaries  and 
compete  more  effectively  for  nursing  personnel.*  A  number  of  States  have 
been  considering  adopting  case-mix  adjustments  for  Medicaid  nursing  home 
patients,  and  others  are  expected  to  do  so  with  the  implementation  of  nursing 
home  reform  legislation  this  year  and  the  elimination  of  the  distinction 
between  SNF  and  ICF  level  of  care  under  Medicaid.   Nursing  home  reform 


''(...continued) 

be  a  registered  nurse  or  a  licensed  practical  or  vocational  nurse.  As  a 
practical  matter,  this  requirement  would  allow  ICFs  to  use  nurse  aides  to 
provide  all  care  for  the  remaining  16  hours  of  the  day. 

OBRA  87  included  in  its  Medicaid  amendments  provisions  that  eliminate 
the  distinction  between  SNFs  and  ICFs.  In  their  place,  OBRA  creates, 
efTective  Oct.  1,  1990,  a  new  category  of  nursing  home  provider  referred  to  as 
a  nursing  facility  (NF).  At  that  time,  nursing  facilities  will  have  to  meet  a 
single  set  of  requirements  in  order  to  participate  in  Medicaid.  In  general, 
these  are  almost  identical  to  Medicare's  requirements  for  facilities  particpating 
in  that  program. 

For  licensed  nursing  staff,  OBRA  87  requires  that  NFs  meet  Medicare 
requirements;  that  is,  24-hour  licensed  nursing  care,  with  a  registered 
professional  nurse  at  least  8  consecutive  hours  a  day,  7  days  a  week. 
However,  OBRA  provides  a  broader  waiver  authority  for  NFs  than  it  does  for 
Medicare  SNFs.  OBRA  permits  waivers  for  both  the  registered  nurse  and  the 
licensed  nurse  requirements.  In  addition.  States  will  provide  the  waivers,  and 
not  HCFA. 

^Kimelblatt,  Mary  Howe.  The  Nursing  Shortage.  American  Association 
of  Retired  Persons,  The  Public  Policy  Institute.  Jan.  1989.  p.  17. 
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legislation  of  1987  anticipated  this  by  requiring  the  Secretary  of  HHS  to 
provide  the  States  technical  assistance  for  the  development  and 
implementation  of  case-mix  reimbursement  systems. 

You  may  want  to  include  in  your  bill  a  technical  clarification  of  which 
nursing  personnel  would  be  required  to  be  paid  wages  and  benefits  equivalent 
to  those  outside  the  nursing  home.  Your  bill  specifically  states  that  they 
would  include  nursing  personnel  who  provide  or  supervise  direct  care  of 
nursing  home  residents  and  specifically  mentions  nurses'  aides.  You  may  also 
want  to  specify  registered  nurses  and  licensed  practical  and  vocational  nurses 
engaged  in  the  required  activities. 


The  National 
Nursing  Home 
Survey 

1985  Summaf7  for  the 
United  States 

Data  collected  in  the  1985  National  Nursing 
Home  Survey  are  presented  m  88  tables 
according  to  standard  sets  of  descnptive 
vanables.  The  tables  are  grouped  into  six 
categones.  facility  charactenstics,  registered 
nurse  characteristics,  current  resident 
charactenstics.  resident  charactenstics  by 
next  of  kin,  discharge  charactenstics.  and 
discharge  characteristics  by  next  of  km. 
Data  are  presented  on  utilization  measures, 
available  staff,  cost  of  providing  care,  health 
and  functional  status  of  residents  and 
discharges,  and  payment  for  care. 
Information  usually  not  available  from  the 
nursing  home  on  residents  and  discharges 
IS  available  from  the  next  of  kin  and  is 
presented  for  the  first  time  in  this  report. 
The  1 985  National  Nursing  Home  Survey 
covered  all  types  of  nursing  homes  in  the 
conterminous  United  States. 


Data  From  the  National  Health  Survey 
Series  13,  No.  97 


DHHS  Publication  No.  (PHS)  89-1758 


U.S.  Department  of  Health  and  Human 
Sen/ices 

Public  Health  Service 
Centers  for  Disease  Control 
National  Center  for  Health  Statistics 
Hyattsville,  f^d. 
January  1989 
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Mr.  Walgren.  Mr.  Chairman,  this  Nation  is  on  a  collision  course 
as  the  population  ages  and  budgets  shrink.  What  we  as  a  Nation 
have  to  face  up  to  is  whether  we  are  going  to  devote  to  our  health 
care  system  the  resources  required. 

People  expect  nursing  homes  to  provide  nursing  care.  Govern- 
ment must  help  assure  that  nursing  home  care  is  the  quality  that 
we  each  would  expect  for  our  patients,  ourselves  or  any  member  of 
our  family. 

Mr.  Chairman,  I  want  to  express  again  my  appreciation  for  the 
focus  that  you  give  of  your  subcommittee  to  this  particular  issue, 
and  express  my  appreciation  for  being  able  to  join  you  and  hear 
the  testimony  that  is  presented. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you,  Mr.  Walgren. 

Mr.  Bilirakis. 

Mr.  Bilirakis.  Thank  you,  Mr.  Chairman. 

Mr.  Chairman,  as  a  cosponsor  of  this  bill  I  take  this  opportunity 
to  express  my  strong  support  of  it.  H.R.  1649,  as  we  know,  would 
require  Medicaid  to  pay  nursing  home  staffs  wages  and  benefits 
that  are  comparable  to  other  health  facilities. 

One  of  the  prime  reasons  I  support  this  legislation  is  because  I 
represent  an  area  with  a  very  large  elderly  population.  As  a  matter 
of  fact,  my  mother  is  in  a  nursing  home  now.  She  has  been  in  and 
out  of  the  hospital  the  last  few  months  between  nursing  homes  and 
the  hospital.  So  there  are  a  significant  number  of  nursing  homes 
within  my  district  and  throughout  the  entire  State  of  Florida. 

I  would  like  to  take  this  opportunity  to  thank  and  commend 
Chairman  Walgren.  He  and  I  introduced  legislation  previously  re- 
garding the  need  to  better  staff  registered  nurses  in  the  nursing 
homes.  That  legislation  hasn't  been  moving,  but  it  is  something  I 
think  we  have  got  to  take  another  look  at. 

In  order  to  ensure  a  higher  quality  of  care,  I  believe  the  persons 
who  reside  in  nursing  facilities  are  entitled  to  the  same  kind  of 
care.  While  I  want  to  make  it  clear  that  nursing  homes  do  have 
stringent  operating  procedures,  certain  factors  beyond  the  adminis- 
tration's control  can  be  harmful  to  the  quality  of  health  care  re- 
ceived in  certain  facilities. 

The  major  problem,  of  course,  is,  as  Chairman  Walgren  indicat- 
ed, is  the  low  pay  of  nursing  personnel.  Salaries  paid  to  registered 
nurses  employed  by  nursing  homes  are  approximately  35  percent 
lower  than  the  salaries  of  registered  nurses  who  work  in  hospitals. 
There  are  pay  discrepancies  as  well,  for  other  nursing  staffs  includ- 
ing LPN's  and  nurse  aides. 

My  question  is,  and  of  course,  the  question  from  all  of  us,  I  sup- 
pose, is,  should  a  nurse  be  penalized — which  she  is — for  choosing  to 
work  in  a  nursing  home  instead  of  a  hospital? 

In  my  opinion,  this  pay  difference  harms  the  morale  of  the 
nurses  employed  by  the  nursing  facilities.  It  also  hinders  recruiting 
efforts,  as  has  been  said  earlier. 

Nursing  homes  are  not  always  able  to  attract  the  best  candidate 
for  the  job.  Who  does  this  hurt  in  the  long  run?  Of  course,  it  is  the 
patient.  I  believe  the  best  way  to  resolve  this  problem  is  to  set  up  a 
nursing  home  pay  scale  for  nurses  that  is  comparable  to  other 
health  care  facilities. 
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I  am  concerned  about  the  amount  of  money  this  legislation  could 
cost  State  Medicaid  programs.  We  have  to  look  at  that,  and  I  hope 
our  witnesses  today  will  be  able  to  shed  some  light  on  this  particu- 
lar problem. 

But  I  am  convinced,  Mr.  Chairman,  as  I  know  you  are,  that 
something  must  be  done  to  rectify  this  pay  in  equity,  and  I  look 
forward  to  discussing  this  legislation  today. 

Mr.  Waxman.  Thank  you  very  much. 

Dr.  Rowland. 

Mr.  Rowland.  Thank  you  very  much,  Mr.  Chairman,  and  I  com- 
mend you  for  this  hearing  and  our  colleague  Doug  Walgren  for  in- 
troducing this  legislation. 

As  one  who  has  worked  in  nursing  homes  over  the  years  as  a 
physician,  I  am  acutely  and  personally  aware  of  the  constant  strug- 
gle that  goes  on  the  quandary  that  is  faced  in  providing  quality 
care  for  patients  in  nursing  homes,  and  I  believe  it  is  only  through 
the  dedication  and  commitment  of  RN's  and  LPN's  and  nurse  aides 
that  the  quality  of  care  is  maintained. 

So  I  think  it  is  so  very  important  that  attention  be  focused  on 
this  area,  and  that  a  commitment  be  made  to  see  that  those  people 
who  are  so  dedicated  and  committed  are  compensated  adequately 
for  their  dedication  and  commitment,  and  I  do  appreciate  this 
hearing  very  much,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you.  Dr.  Rowland. 

Mr.  Whittaker. 

Mr.  Whittaker.  Thank  you,  Mr.  Chairman.  I  want  to  thank  you 
for  holding  this  hearing  on  this  very  important  issue.  I  also  want  to 
thank  our  colleague  and  personal  friend  Doug  Walgren  from  Penn- 
sylvania for  introducing  this  bill  and  bringing  us  to  this  point. 

Doug  and  I  have  had  some  interesting  conversations  through  the 
years.  I  have  long  been  a  strong  supporter  of  providing  educational 
assistance  in  an  effort  to  increase  the  supply  of  nurses,  as  well  as 
areas  that  could  possibly  increase  the  manpower  or  the  woman 
power,  if  it  would,  and  thus,  the  availability  of  nurses. 

I  have  some  concerns  about  this  bill  that  I  would  be  remiss  if  I 
didn't  mention,  and  I  discussed  these  with  Mr.  Walgren  on  related 
issues.  I  represent  a  rural  constituency,  and  I  am  very  troubled 
when  we  mandate  certain  provisions  to  be  implemented  across  the 
board,  be  it  in  the  levels  of  nursing  care  and/ or  wages  to  be  paid  as 
this  bill  would  do. 

It  is  my  concern  that  it  does  not,  as  an  unintended  effect,  end  up 
closing  nursing  homes  and  then  causing  my  constituents  to  either 
have  to  transfer  their  residency  into  a  metropolitan  area  where  the 
beds  may  then  be  available  or  the  families  to  transfer  that  elderly 
loved  one  who  now  is  able  to  reside  in  a  reasonable  proximity  to 
their  family  and  loved  ones,  into  a  metropolitan  area. 

I  also  have  some  concerns  about  how  the  prevailing  or  the  re- 
gional wage  determination  might  be  implemented  administratively. 
We  have  heard  a  number  of  horror  stories  which  occur  in  rural 
areas,  where  through  the  experience  of  the  prevailing  wage  re- 
quirement under  some  of  the  Federal  contracting  statutes,  many 
areas  in  my  district  end  up  paying  as  much  as  30  and  40  percent 
more  for  projects  than  it  would  cost  to  actually  construct  them,  be- 
cause the  regional  prevailing  wage  base  has  been  determined  to  be 


30 


so  wide  that  they  end  up  having  to  pay  the  prevailing  wage  of 
areas  that  are  in  some  cases  over  120  miles  away  from  them. 

And  as  a  classic  example,  as  we  have  had  occur  where  a  commu- 
nity is  trying  to  build  a  new  fire  station,  and  they  ended  up  having 
to  build  two  thirds  the  size  instead  of  the  full  size,  simply  because 
they  had  to  pay  a  premium  on  wages  that  didn't  have  to  be  paid  in 
order  to  do  the  construction. 

Now,  that  is  not,  I  know,  a  direct  correlation,  but  it  is  one  I  am 
concerned  about  how  these  prevailing  or  these  regional  wage  rates 
will  be  determined. 

I  look  forward  to  the  hearing.  I  am  going  to  be  listening  to  the 
witnesses,  and  I  hope  we  can  come  up  with  something,  but  I  do 
want  some  awareness  shed  on  the  challenges  of  the  rural  area. 

Again,  when  you  mandate  levels  of  service  and  wages  that  are 
beyond  the  prevailing  existing  structure  in  those  rural  areas,  some- 
times the  unintended  effect  is  to  actually  force  those  nursing 
homes  into  bankruptcy  and  closure,  and  then  no  one  is  served. 

Thank  you. 

Mr.  Waxman.  Thank  you  very  much,  Mr.  Whittaker. 

Without  objection,  the  record  will  stay  open  for  other  members 
who  wish  to  insert  opening  statements. 

Our  first  two  witnesses  have  long  been  involved  with  benefit 
parity  for  nursing  home  personnel  and  with  the  even  broader  ques- 
tion of  nursing  home  quality  of  care. 

Dr.  Charlene  Harrington  is  professor  and  vice  chair  of  the  De- 
partment of  Social  and  Behavioral  Sciences  at  the  School  of  Nurs- 
ing at  the  University  of  California  in  San  Francisco.  She  also 
serves  as  associate  director  of  the  school's  Institute  for  Health  and 
Aging. 

Ms.  Sarah  Burger  is  a  registered  nurse  who  is  currently  working 
with  an  organization  that  represents  nursing  home  residents,  the 
National  Citizens'  Coalition  for  Nursing  Home  Reform.  Ms.  Burger 
is  testifying  today  on  behalf  of  that  group. 

I  want  to  thank  both  of  you  for  coming  to  our  hearing  this  morn- 
ing. Your  complete  testimony  will  be  in  the  record  in  full.  We 
would  like  you  to  limit  your  oral  testimony  to  no  more  than  5  min- 
utes. We  have  to  be  very  strict  about  the  5-minute  rule  for  all  wit- 
nesses in  order  to  complete  the  schedule  of  this  hearing. 

Dr.  Harrington,  why  don't  we  start  with  you. 

STATEMENTS  OF  CHARLENE  HARRINGTON,  ASSOCIATE  DIREC- 
TOR, INSTITUTE  FOR  HEALTH  AND  AGING,  SCHOOL  OF  NURS- 
ING, UNIVERSITY  OF  CALIFORNIA;  AND  SARAH  BURGER,  ON 
BEHALF  OF  THE  NATIONAL  CITIZENS'  COALITION  FOR  NURS- 
ING HOME  REFORM 

Ms.  Harrington.  Good  morning.  Thank  you  very  much  for  the 
invitation  to  be  here.  I  am  very  pleased  to  be  here  to  support  this 
legislation. 

Wages  and  benefits  for  nursing  personnel  in  nursing  homes  are 
scandalously  low.  As  was  mentioned  earlier,  staff  nurses  make  22 
percent  below  the  comparable  wages  that  nurses  in  hospitals  make. 
Nurse  administrators  in  nursing  homes  make  45  percent  less  than 
nurses  in  hospitals. 
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These  low  salaries  are  also  found  for  licensed  practical  nurses 
and  nursing  assistants.  Nursing  assistants  work  for  minimum 
wages  and  many  have  no  benefits  at  all. 

There  are  a  number  of  serious  consequences  for  these  low  wages 
and  benefits  to  nursing  homes.  The  most  important  consequence  is 
low  staffing  levels  in  nursing  homes. 

Nursing  homes  have  only  one  register  nurse  for  every  20  pa- 
tients on  average  and  registered  nurses  only  spend  6  to  12  minutes 
for  each  patient  every  day. 

The  shortage  of  nurses  is  growing  nationally  and  it  is  even  worse 
in  nursing  homes  because  they  are  not  competitive  with  hospitals. 
And  this  is  going  to  continue  to  be  the  case  unless  the  wages  are 
made  to  be  at  the  same  level. 

About  60  percent  of  the  nursing  homes  have  one  or  more  vacan- 
cies for  registered  nurses  and  32  percent  do  not  even  meet  the  min- 
imum staffing  standards  because  they  have  vacancies  which  they 
are  not  able  to  fill.  The  prime  reason  is  the  low  wages  and  benefits. 

This  also  results  in  high  turnover  rates,  which  can  be  as  high  as 
55  to  100  percent  a  year.  I  have  even  heard  of  nursing  homes  with 
300  percent  turnover  rates. 

Another  consequence  is  that  nurses  in  nursing  homes  have  sub- 
stantially lower  educational  levels  than  nurses  in  hospitals.  The 
high  turnover  rates,  the  lower  education  level,  the  shortages  all 
lead  to  disastrous  consequences  in  terms  of  quality  of  care  for  those 
people  who  are  sick  and  disabled  in  nursing  homes. 

We  know  that  over  one  third  of  the  Nation's  nursing  homes  are 
operating  at  a  substandard  level  with  poor  nursing  care,  problems 
of  abuse,  unsanitary  conditions,  poor  food  and  many  other  prob- 
lems. We  also  know  from  the  research  that  low  staffing  levels  are 
directly  related  to  poor  outcomes  in  nursing  homes.  Studies  have 
shown  that  high  catheter  use,  poor  skin  care,  functional  decline 
and  death  are  all  related  to  poor  staffing  and  high  turnover  rates. 

Other  studies  have  shown  the  very  positive  benefits  of  having 
nurse  practitioners  and  nursing  specialists  in  nursing  homes. 

The  higher  staffing  levels  could  not  only  improve  quality  but  we 
must  not  forget,  that  they  can  also  save  money.  One  recent  study 
of  nursing  home  residents  found  that  48  percent  of  all  the  hospital- 
izations from  nursing  homes  could  have  been  prevented — at  a  sav- 
ings of  an  estimated  $0.9  billion  within  1  year— if  we  had  had  more 
highly  trained  nurses  within  nursing  homes. 

Now  Government  faces  a  real  dilemma  because  we  know  of  the 
deficit  problems  and  nursing  home  costs  are  increasing  very  rapid- 
ly. The  estimate  is  they  are  going  to  increase  by  11  percent  be- 
tween 1989  and  1990,  to  almost  $55  billion.  Medicaid,  of  course,  is 
paying  almost  half  of  this  bill,  so  this  is  a  problem  for  Government. 

On  the  other  hand,  if  we  are  going  to  make  fundamental  reform 
in  nursing  home  quality,  we  must  do  something  about  the  wages 
and  benefits.  And  we  know  this  is  extremely  important  because 
nursing  home  care  is  becoming  more  complex.  There  is  a  tremen- 
dous increase  in  the  complexity  of  care  because  of  the  age  of  the 
nursing  home  residents  and  their  increased  disability  levels  over 
the  last  3  to  5  years.  And  as  this  complexity  increases,  we  have  a 
need  for  better  nursing  personnel. 
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This  bill  would  provide  parity  wages  and  benefits  that  are  really 
crucial.  I  want  to  stress  the  benefits  because  some  nursing  home 
personnel  do  not  even  have  health  care  benefits.  Therefore,  these 
people  are  among  the  37  million  uninsured  in  the  United  States. 
This  ultimately  results  in  higher  costs  to  the  Medicaid  program 
when  these  individuals  face  catastrophic  illness  and  have  no  other 
recourse  for  health  care. 

This  legislation  needs  to  have  strong  provisions  for  nursing  home 
accountability  for  any  new  funds.  In  two  instances  in  California, 
when  the  State  allocated  additional  funds  for  nursing  personnel  in 
nursing  homes,  these  funds  were  not  fully  allocated  to  the  person- 
nel. We  need  to  have  strict  penalties  instituted. 

In  summary,  I  just  want  to  say  I  very  strongly  support  this  legis- 
lation and  think  it  will  have  wonderful  benefits  for  nursing  homes. 

Mr.  Waxman.  Thank  you  very  much.  Dr.  Harrington. 

[Testimony  resumes  on  p.  47.] 

[The  prepared  statement  of  Ms.  Harrington  follows:] 
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STATEMENT     OF     CHARLENE    HARRINGTON  2 

WAGES  AND  BENEFITS  OF  NURSING  PERSONNEL  IN  NURSING  HOMES: 
CORRECTING  THE  INEQUITIES 

Wages  and  benefits  for  nursing  personnel  in  nursing  homes  are  scandalously  low. 
Nursing  home  salaries  for  registered  nurses  are  15-45  percent  below  the  levels  for  comparable 
positions  in  hospitals.  1,2  Staff  nurses  in  nursing  homes  have  salaries  22%  below  comparable 
nurses  in  hospitals,  while  registered  nurses  working  as  administrators  in  nursing  homes  are 
earning  45  percent  less  than  nursing  working  in  hospital  administration.  2  These  salary 
differentials  are  also  found  for  licensed  practical  nurses,  nursing  assistants,  and  other  nursing 
j)ersonneL  Nursing  assistants,  who  make  up  the  majority  of  all  nursing  home  direct  care 
personnel,  generally  work  for  minimum  wages  and  some  have  no  benefits,  including  health 
insurance. 

There  are  a  number  of  serious  negative  consequences  to  low  wages  and  benefits  for 
nursing  personnel  in  nursing  homes  in  terms  of  quality  of  care  and  hospitalization  costs.  This 
paper  argues  that  improvement  in  the  wages  and  benefits  are  fundamental  to  reform  of  nursing 
home  quality.  If  federal  policy  changes  are  not  made  to  address  the  situation,  nursing  home 
quality  will  grow  worse  as  the  demand  for  nursing  home  care  increases,  the  complexity  of 
nursing  home  care  increases,  and  the  supply  for  nursing  home  beds  is  constrained.  Government 
faces  a  serious  policy  dilemma  because  it  needs  to  balance  the  costs  of  the  Medicaid  program 
with  the  need  to  ensure  a  minimum  level  of  quality  in  nursing  homes. 

A  legislative  proposal,  H.R.  1649,  which  would  require  Medicaid  to  pay  wages  in  nursing 
homes  that  are  comparable  to  those  paid  to  other  health  personnel  in  each  locality,  is  one 
approach  to  address  the  problem.  Such  a  change  would  require  substantial  new  federal  funds 
which  can  be  phased  in  over  a  period  of  time,  and  would  require  provisions  to  ensure  nursing 
home  accountability  for  such  additional  funds. 

DIRECT  CONSEQUENCES  OF  INADEQUATE  WAGES  AND  BENEFITS 

The  direct  consequences  of  inadequate  wages  and  benefits  for  nursing  personnel  in 
nursing  home  are:  inadequate  staffing  levels,  high  staff  turnover  rates,  lower  educational  levels 
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of  staff,  poor  quality  of  care,  and  higher  costs. 

Inadequate  Staffing  Levels  and  Labor  Shortages.  The  most  important  direct 
consequence  of  inadequate  wages  and  benefits  is  the  low  staffing  levels  in  nursing  homes.  There 
are  only  5.1  PTE  RNs  per  100  patients  in  nursing  homes,  in  contrast  with  a  ratio  of  1  RN  for 
every  4.5  patients  in  hospitals.  3  There  are  7.4  LPNs  (PTE)  per  100  and  30.8  nursing  attendants 
(PTE)  per  100  patients  in  nursing  homes.  3  Current  attendant  ratios  are  sometimes  1  for  every 
15  patients  during  the  day,  1:25  in  the  evening,  and  1:40-50  at  night.  1 

The  shortage  of  registered  nurses  in  nursing  homes  is  growing  as  the  an  overall  shortage 
of  registered  nurses  continues  nationally.  The  shortage  is  greater  in  nursing  homes  than 
hospitals  because  of  the  lower  wages  and  benefits  paid  to  nursing  personnel.  One  survey 
indicated  that  about  60  percent  of  nursing  homes  had  one  or  more  vacancies  for  both  registered 
nurses  and  licensed  practical  nurses.  4  One-third  indicated  a  need  for  one  or  more  RNs  just  to 
meet  current  minimum  staffing  standards.  4  As  competition  for  nurses  increases  with  higher 
wages,  benefits,  and  bonuses  paid  by  hospitals,  nursing  homes  will  increasingly  be  a 
disadvantage  in  attracting  nurses.    -    

The  inadequate  numbers  of  nurses  within  nursing  homes  result  in  registered  nurses 
spending  little  time  with  nursing  home  residents  in  direct  care.  In  one  study,  RNs  in  hospitals 
spent  an  average  of  45  minutes  per  patient  per  day  compared  to  less  than  12  minutes  for  RNs  in 
nursing  homes.  5  Nearly  40  percent  of  the  7,402  nursing  homes  in  the  survey  reported  6  minutes 
or  less  of  RN  time  per  patient  per  day.  5 

High  Staff  Turnover  Rates.  Low  wages  and  benefits  are  directly  reflected  in  the  high 
turnover  rates  for  nursing  home  personnel.  The  overall  nursing  personnel  turnover  rates  in 
nursing  homes  are  frequently  as  high  as  55-100  percent  per  year.  1  A  number  of  studies  have 
identified  poor  working  conditions  combined  with  heavy  resident  workloads,  inadequate  training 
and  orientation,  and  few  opportunities  for  advancement  as  other  factors  which  contribute  to  high 
turnover  rates  in  some  facilities.  6  This  problem  is  exacerbated  by  low  ceilings  on  maximum 
wages  nurses  can  earn.  Many  nurses  reach  their  maximum  earnings  within  a  few  years  of 
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employment,  so  that  they  have  no  incentive  to  continue  long  term  employment.  High  turnover 
rates  are  considered  undesirable  in  terms  of  quality  outcomes,  and  yet  some  nursing  homes 
encourage  high  turnover  rates  to  keep  wages  low,  particularly  in  proprietary  facilities.  5 

Lower  Levels  of  Education  and  Specialty  Training.  Lx)w  wages  and  benefits  for 
nursing  home  personnel  result  in  registered  nurses  with  substantially  less  education  in  nursing 
homes  than  hospital  nurses.  Fifty-six  percent  of  all  RNs  working  in  nursing  homes  are  diploma 
prepared  nurses  and  less  than  3%  had  their  master's  degree.  3  Many  nursing  homes  are 
unwilling  to  pay  the  higher  wages  required  to  attract  better  prepared  nurses,  and  yet  evidence 
suggests  that  higher  education  levels  are  related  to  higher  quality  of  care. 

Several  geriatric  nurse  practitioner  (GNP)  and  teaching  nursing  home  demonstration 
projects  have  demonstrated  the  positive  relationship  between  the  education  and  training  of  nurses 
and  high  quality  of  care.  One  study,  which  compared  30  nursing  homes  employing  GNPs  with 
30  matched  control  homes,  found  that  the  use  of  GNPs  resulted  in  favorable  changes  for 
residents  in  two  out  of  eight  activity  of  daily  living  measures;  five  of  18  nursing  therapies;  two 
of  six  drug  therapies;  and  six  of  eight  tracers.  7  The  study  also  reported  some  reduction  in 
hospital  admissions  and  total  days  in  those  facilities  using  GNPs.  7 

Preliminary  results  from  the  Robert  Wood  Johnson  Teaching  Nursing  homes  confirm  the 
benefits  of  highly  trained  nurses  for  improving  both  the  process  of  care  and  the  outcomes  of 
care.  8  One  study  found  the  presence  of  masters  prepared  nurses  resulted  in  decreases  in 
decubiti,  use  of  physical  restraints,  catheters,  incontinence,  dependency,  psychotropic  drugs, 
enemas  and  laxatives.  9  Another  study  reported  a  gradual  decline  in  emergency  room  visits, 
hospital  admissions,  infections  and  falls.  10  Another  reported  a  decrease  in  pharmacologic 
agents  and  nosocomial  infections  from  the  use  of  clinical  nursing  specialists.  1 1 

Problems  With  Quality  of  Care.  The  poor  quality  of  care  provided  in  U.S.  nursing 
homes  has  long  been  a  matter  of  concern  to  consumers,  professionals,  and  policy-makers. 
Recently,  the  General  Accounting  Office  reported  that  over  one-third  of  the  nation's  nursing 
homes  are  operating  at  a  substandard  level,  below  minimum  federal  standards  during  three 


36 


5 

consecutive  inspections.  12  Among  the  findings  were  evidence  of  untrained  staff,  inadequate 
provision  of  health  care,  unsanitary  conditions,  poor  food,  unenforced  safety  regulations,  and 
many  other  problems.  12,13  No  other  segment  of  the  health  care  industry  has  been  documented 
to  have  such  poor  quality  of  care.  Despite  a  large  infusion  of  public  funds  into  the  nursing  home 
industry  over  the  past  twenty-five  years,  investigations  and  exposes  continue  to  find  inadequate 
care  and  patient  abuse.  12 

In  1986,  the  Institute  of  Medicine's  Study  on  Nursing  Home  Regulation  reported 
widespread  quality  of  care  problems  and  recommended  the  strengthening  of  federal  regulations 
for  nursing  homes.  13  These  recommendations,  as  well  as  the  active  efforts  of  many  consumer 
advocacy  and  professional  organizations,  resulted  in  Congress  passing  a  major  reform  of  nursing 
home  regulation  in  1987,  the  first  significant  changes  since  Medicare  and  Medicaid  were  adopted 
in  1965.  14  Congress  has  made  enhanced  regulatory  efforts  a  priority  in  spite  of  the  costs 
associated  with  regulation  in  an  effort  to  improve  quality  of  care  and  to  protect  residents  from 
abuse. 

Regulatory  efforts,  while  essential,  are  not  sufficient  to  improve  the  overall  quality  of 
nursing  home  care.  Rather,  efforts  to  resolve  the  nursing  home  labor  problems,  primarily  by 
improving  wages  and  benefits,  are  essential  if  nursing  home  care  is  to  be  safe,  to  ensure  high 
quality  of  care,  to  preserve  basic  resident's  rights,  and  to  promote  quality  of  life  for  residents. 

Research  has  demonstrated  that  higher  staffing  levels  in  nursing  homes  are  associated 
with  higher  quality  of  nursing  care.  Spector  and  Takada,  in  a  rcicent  study  of  2,500  nursing  home 
residents  in  80  nursing  homes  in  Rhode  Island,  found  that  low  levels  of  staffing  in  homes  with 
very  dependent  residents  were  associated  with  reduced  likelihood  of  resident  improvement.  15 
High  catheter  use,  a  low  percent  of  residents  receiving  skin  care,  and  low  participation  rates  in 
organized  activities  were  also  associated  with  reduced  outcomes,  in  terms  of  functional  decline 
and  death.  15 

Higher  Costs  of  Care.  Higher  staffing  levels  could  not  only  improve  quality,  but  could 
also  reduce  the  cost  of  hospitalization.  A  recent  study  of  nursing  home  residents  found  that  48 


37 


6 

percent  of  hospitalizations  could  have  been  avoided.  Factors  such  as  an  insufficient  number  of 
adequately  trained  nursing  staff,  the  inability  of  nursing  staff  to  administer  and  monitor 
intravenous  therapy,  lack  of  diagnostic  services,  and  pressure  for  transfer  from  the  staff  and 
family  were  found  to  contribute  to  unnecessary  hospitalization.  16  The  investigators  estimated 
that  216,000  of  the  nursing  home  residents  who  are  hospitalized  annually  might  be  treated  in 
nursing  homes,  for  a  cost  savings  of  $.9  billion  in  the  United  States.  16 

THE  NURSING  HOME  MARKET  THREATENS  GREATER  QUALITY 
PROBLEMS 

Three  factors  in  the  nursing  home  market  threaten  to  increase  labor  market  problems  for 
nursing  homes,  with  serious  effects  on  consumers. 

Increased  Demand  for  Nursing  Homes.  The  demand  for  nursing  home  services  is 
growing  with  the  increasing  numbers  of  individuals  who  are  aged  and  chronically  ill.  In  1987, 
there  were  about  30  million  Americans  who  were  age  65  and  older  and  this  number  is  projected 
to  increase  to  51  million  in  2020.  17  As  the  population  ages  and  develops  chronic  illnesses,  the 
demand  for  long  term  care  services  including  nursing  home  services  increases. 

The  adoption  of  prospective  payment  systems  for  hospitals  by  Medicare  in  1983  has 
resulted  in  shortened  hospital  stays  and  increases  in  the  demand  for  nursing  home  care.  This 
policy  change  has  resulted  in  increased  numbers  of  referrals  and  admissions  to  nursing  homes 
from  hospitals,  as  well  as  increased  acuity  levels  of  residents  in  nursing  homes.  18  At  die  same 
time,  the  new  1988  Health  Care  Financing  Administration  (HCFA)  Medicare  guidelines  to  the 
fiscal  intermediaries  liberalized  Medicare  coverage  for  nursing  homes.  19  These  changes 
encourage  the  demand  for  and  use  of  nursing  home  and  other  long  term  care  services,  and 
consequently  the  need  for  more  nursing  personnel  in  nursing  homes. 

Increased  Complexity  of  Care.  The  demand  for  increasingly  more  complex  services  in 
nursing  homes  is  growing  with  the  aging  and  disability  of  the  residents.  While  only  4  percent  of 
the  nation's  elderly  are  currently  in  nursing  homes,  88  percent  of  nursing  home  residents  are  aged 
65  and  older.  20  The  population  in  nursing  homes  is  aging  so  that  the  median  age  is  82.  20  The 
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proportion  of  residents  who  were  85  years  and  older  rose  from  30  to  40  percent  between  1976 
and  1985.  20 

The  disability  levels  of  nursing  home  residents  is  increasing.  Between  1976  and  1984,  the 
number  of  residents  who  were  totally  bedfast  rose  from  about  21  to  35  percent  of  the  discharges 
and  the  number  dependent  in  mobility  and  continence  increased  from  35  to  45  percent.  21  The 
average  resident  has  about  four  out  of  six  limitations  in  activities  of  daily  living,  and  66  percent 
have  some  type  of  mental  impairment  or  disorder.  20 

As  the  acuity  level  of  nursing  home  residents  increases,  medical  technology  formerly 
used  only  in  hospitals  is  now  being  used  in  nursing  homes.  Thus,  the  "performance  of  duties" 
has  become  an  even  more  complex  task  for  personnel.  The  use  of  intravenous  feedings  and 
medication,  ventilators,  oxygen,  special  prosthetic  equipment  and  devices,  and  other  high 
technologies  has  made  patient  care  management  more  difficult  and  challenging.  22,23  The 
appropriate  use  of  technology,  the  training  and  skill  levels  needed  by  nursing  home  personnel, 
and  the  need  for  emergency  back-up  procedures  have  all  become  problems  which  derive  from 
the  use  of  high  technology.  Thus,  the  growing  complexity  of  needs  of  nursing  home  residents 
require  additional  nursing  personnel  with  greater  skills  levels  and  educational  training. 

Constrained  Supply.  While  the  demand  for  increasingly  complex  nursing  home  care  is 
growing,  the  supply  of  nursing  home  beds  has  not  kept  pace  with  demand.  In  1985,  there  were 
approximately  19,100  facilities  providing  care  for  1.5  million  residents,  including  hospital-based 
facilities  and  residential  facilities.  20  About  75%  of  these  nursing  homes  are  certified  to  provide 
services  to  the  Medicare  and  Medicaid  program.  During  the  1980s,  the  growth  in  beds  slowed 
below  the  rate  of  growth  of  the  aged  population.  24  As  the  supply  of  beds  has  been  constrained 
(except  in  the  southwest),  the  average  occupancy  rate  has  increased  to  92%  nationally.  20  The 
slowing  of  growth  in  new  nursing  homes  is  the  result  of  complex  market  factors  including  the 
high  costs  of  capital  construction,  shortages  in  the  labor  market,  recent  lowering  of  profit-rates 
over  previous  high  levels,  and  in  some  states,  limits  on  construction  by  state  regulations.  25 

This  limited  supply  and  the  high  demand  for  services  has  created  a  situation  where 
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nursing  homes  are  able  to  select  the  residents  they  admit.  Because  they  can  obtain  private- 
paying  residents  who  can  be  charged  higher  daily  rates  than  publicly-paid  residents,  nursing 
homes  prefer  private  clients  and  frcquendy  discriminate  against  those  who  are  on  Medicaid.  26 
Some  nursing  homes  attempt  to  "cream"  or  select  those  patients  that  are  the  least  sick  or  for 
whom  they  can  provide  the  most  cost  efficient  care.  This,  in  some  situations,  reduces  access  to 
those  individuals  with  the  greatest  need  and  certainly  limits  consumer  choice  and  the  competitive 
market  for  services. 

POLICY  DILEMMAS  FOR  GOVERNMENT 

Government  faces  the  difficult  problem  of  rapidly  increasing  costs  for  nursing  home  and 
other  health  services.  The  nation  spent  $49  billion  on  nursing  home  services  in  1989  (8  percent 
of  its  total  health  dollar)  and  expects  to  spend  $54.5  billion  in  1990,  making  this  segment  of  the 
health  industry  third  only  to  hospitals  and  physicians.  27  While  the  growtii  in  nursing  home 
rates  has  slowed  somewhat,  the  increase  in  1989  was  1 1.2  percent  over  the  previous  year,  well 
beyond  the  5  percent  rate  of  inflation.  27 

The  growing  costs  of  nursing  home  care  have  negative  consequences  for  public  payers, 
primarily  Medicaid.  Of  the  total  amount  spent,  almost  one-half  of  the  revenues  come  from 
Medicaid.  Medicare  pays  for  less  than  two  percent  of  the  public  dollars  and  Medicaid  (for  those 
with  low  incomes)  pays  most  of  the  remainder. 

Because  of  the  overall  cost  increases  in  health  care,  most  public  policy  efforts  at  both  the 
federal  and  state  levels  are  focused  on  controlling  or  reducing  Medicaid  and  Medicare  spending. 
The  federal  governments  has  reduced  payments  to  states  for  the  Medicaid  program 
systematically  since  die  1980s.  25,28  States  have  in  turn  made  a  number  of  policy  changes  to 
reduce  Medicaid  payments  to  nursing  homes.  29  These  policy  changes  have  been  effective  in 
constraining  Medicaid  expenditures  for  nursing  homes,  but  these  controls  have  had  serious 
negative  consequences  for  consumers  and  for  nursing  home  personnel.  Government  must 
struggle  to  balance  its  interests  in  ensuring  minimum  levels  of  quality  while  at  the  same  time 
controlling  costs  and  operating  under  severe  fiscal  constraints. 
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Effects  of  Medicaid  Cost  Containment  on  Consumers.  Individuals  and  their  families 
must  pay  about  one-half  of  the  nation's  nursing  home  expenses  directly  out-of-pocket,  because 
private  insurance  and  Medicare  pays  for  so  little  care  (about  3%  of  the  total  costs  in  1988).  2 
Most  individuals  who  require  nursing  home  services  for  any  extended  period  of  time  are  forced 
to  spend  their  life  savings  before  they  become  poor  enough  to  qualify  for  Medicaid  services 
which  will  then  pay  for  such  care.  The  average  annual  costs  of  $29,000  in  1987  results  in  many 
individuals  spending  their  assets  within  weeks  of  admission  to  a  nursing  home.  30  The  high 
costs  of  nursing  home  care  not  only  result  in  impoverishment  but  also  in  inequities  in  access, 
with  the  greatest  access  for  those  with  the  greatest  income  and  limited  access  for  the  poor.  As 
Medicaid  reduces  expenditures  for  nursing  homes,  this  shifts  increasingly  higher  financial 
burdens  on  the  aged  and  disabled  who  are  the  least  able  to  pay  for  such  services. 

Effects  of  Medicaid  Controls  on  Nursing  Home  Personnel.  Since  Medicaid  pays 
almost  half  of  the  total  nursing  home  expenses.  Medicaid  policies  have  a  critical  impact  on 
nursing  homes.  As  Medicaid  controls  reimbursement  levels,  nursing  homes  have  responded 
primarily  by  limiting  wages  and  benefits  for  nursing  personnel.  The  poor  wages  and  benefits  for 
nursing  personnel,  which  have  led  the  problems  of  poor  quality,  are  directiy  related  to  Medicaid 
reimbursement  and  fiscal  policies. 

Effects  of  Medicaid  Cost  Containment  on  Providers.  While  Medicaid  cost  controls  on 
reimbursement  rates  have  had  negative  on  nursing  personnel,  most  nursing  homes  continue  to  do 
well  financially.  Nursing  homes  used  government  funds,  particularly  after  the  introduction  of 
Medicaid  in  the  1960s  and  1970s,  to  build  and  develop  a  large  for-profit  nursing  home  industry. 
The  nursing  home  industry,  with  the  exception  of  the  drug  industry,  has  more  proprietary 
ownership  and  chain  ownership  than  any  other  segment  of  the  health  industry.  In  1985, 75 
percent  of  all  nursing  homes  were  profit  making,  20  percent  were  nonprofit,  and  5  were 
government.  20 

A  growing  number  of  nursing  homes  are  chain-owned  or  operated,  and  they  have 
increased  their  control  of  the  total  maricet  dramatically.  In  1973,  the  three  largest  chains  owned 
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2.2  percent  of  the  beds,  (31)  but  by  1985,  chains  owned  41  percent  of  the  total  facilities  and  49 
percent  of  the  nation's  nursing  home  beds.  20  Many  of  the  US  for-profit  health  care  chain 
corporations  have  become  multinational,  owning  companies  in  other  countries.  27 

Nursing  home  corporations  have  traditionally  been  very  profitable  especially  in  the  late 
1970s  and  early  1980s.  31  While  some  chains  experienced  losses  since  1987,  other  nursing  home 
chains  such  as  Manor  Care  and  National  Medical  Enterprises  continued  to  be  profitable  with  14- 
17  percent  returns  on  equity  in  1989  over  the  previous  year  and  13-22  percent  earnings  per  share 
for  the  past  10  year  period.  32  Some  profit-making  nursing  homes  have  been  creative  in  using 
administrative  expenses  to  further  enhance  the  income  of  owners.  Complex  lease-back 
arrangements,  creative  financing  mechanisms,  real  estate  sj)eculation,  and  buying  and  selling 
among  interested  parties  make  nursing  home  economics  one  of  the  most  difficult  areas  within  the 
health  industry  to  understand.  33 

Nonprofit  nursing  home  corporations  are  also  increasingly  responding  to  the  competitive 
economic  environment  by  placing  great  emphasis  on  the  enhancement  of  net  revenues.  The 
distinctions  between  profit  and  nonprofit  corporate  ownership  are  increasingly  blurred  as  both 
types  of  corporations  become  part  of  multiorganizational  systems.  The  quality  of  care  outcomes 
and  performance  measures  for  both  nonprofit  and  proprietary  nursing  homes  are  difficult  to 
differentiate,  although  proprietary  facilities  are  generally  considered  to  have  more  quality 
problems.  5,  31 

The  desire  to  enhance  profits  and  net  revenues  encourages  nursing  homes  to  reduce 
expenditures  for  needed  nursing  personnel,  particularly  by  keeping  wages  and  benefits 
artificially  low.  Since  nursing  home  personnel  are  primarily  unskilled  and  generally  not 
unionized,  they  have  littie  leverage  in  increasing  wages  and  benefits.  Where  facilities  tend  to 
pay  poor  wages  and  benefits,  have  high  turnover,  have  less  educated  staff,  it  is  not  surprising  that 
there  is  a  relationship  with  poor  quality  of  care. 

PUBLIC  POLICY  APPROACHES 

In  the  past,  government  has  been  unwilling  to  regulate  the  high  profits  and  administrative 
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costs  and  the  low  staff  wages  and  benefits  within  nursing  homes,  as  it  has  traditionally  been 
reluctant  to  intervene  in  the  private  health  industry.  Although  government  must  control  its 
expenditures  on  nursing  homes,  it  should  not  continue  to  allow  the  inadequate  wages  and 
benefits  for  nursing  personnel  in  nursing  homes.  The  consequences  of  inadequate  wages/ 
benefits  on  poor  quality  of  care  for  residents,  high  hospital  costs,  and  on  nursing  home  personnel 
themselves  are  great. 

Parity  wages.  Parity  wages  should  be  required  for  nursing  homes  personnel  with  other 
health  personnel  as  is  proposed  by  H.R.  1649,  sponsored  by  Hon.  Doug  Walgren.  This 
legislation  would  require  each  state  Medicaid  plan  to  provide  parity  wages  for  all  nursing 
personnel  in  nursing  homes  with  those  in  other  health  care  settings  in  each  locality.  For  the 
purposes  of  determining  wage  rates  of  nonnursing  home  personnel  in  a  locality,  the  bill  would 
require  states  to  conduct  a  survey  of  statistically  representative  samples  of  facilities  within  local 
areas.  Because  the  bill  would  result  in  additional  costs  to  Medicaid,  the  bill  is  wisely  proposed 
to  be  phased  in  over  a  six  year  period. 

Parity  Benefits.  While  parity  wages  within  localities  are  proposed  in  this  legislation, 
parity  in  benefits  which  are  not  proposed,  are  equally  important.  Some  nursing  personnel  in 
nursing  homes  do  not  have  health  benefits.  Thus,  they  are  among  the  37  million  uninsured 
individuals  in  the  United  States,  of  whom  75  f)ercent  are  employed  by  businesses  who  do  not 
offer  health  benefits  to  their  employees.  34  Failure  by  government  to  require  health  benefits  for 
nursing  home  personnel  ultimately  results  in  greater  numbers  of  individuals  relying  on  Medicaid 
for  health  benefits,  and  consequently  increasing  the  overall  costs  of  government.  Nursing  home 
employers  should  be  mandated  to  provide  health  benefits  to  all  employees  regardless  of  their 
fuUtime  or  parttime  status. 

Public  Accountability  for  Nursing  Home  Expenditures. 

Because  substantial  amounts  of  public  funds  to  nursing  homes  have  been  traditionally 
used  to  finance  excessive  administrative  costs,  high  profit  rates,  and  the  expansion  of  chain 
operations,  there  is  a  legitimate  distrust  of  the  industry  by  government  and  an  reluctance  to  spend 
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more  government  money.  In  the  past,  nursing  homes  have  not  always  used  public  funds  in 
responsible  ways.  In  two  instances  in  California,  when  the  state  allocated  additional  funds  for 
nursing  personnel  in  nursing  homes,  these  funds  were  not  fiilly  allocated  to  nursing  personnel. 
Some  nursing  homes  only  partially  passed  on  the  funds  to  their  personnel,  while  20  percent  of 
facilities  made  no  wage  pass-throughs  to  nursing  personnel.  35 

If  Medicaid  wages  and  benefits  are  increased  for  nursing  personnel  in  nursing  homes, 
government  must  develop  methods  to  make  nursing  homes  financially  accountable.  Nursing 
homes  which  fail  to  meet  minimum  salary  and  benefit  provisions  should  not  only  be  required  to 
retxim  government  funds  (as  proposed  in  H.R.  1649),  they  should  be  subject  to  financial 
penalties  and  an  annual  financial  audit  by  government.  Revenues  and  expenses  for  nursing 
personnel  in  nursing  homes  should  be  required  to  be  accounted  for  separately  from  funds  for 
administration,  profits  and  capital  costs,  so  that  financial  accountability  can  be  assured  by  public 
payers.  Finally,  and  most  important,  maximum  limits  for  expenditures  should  be  placed  on 
nursing  home  administrative  costs,  profits,  and  capital  expenditures  on  all  nursing  homes 
participating  in  the  Medicaid  and  Medicare  program.  These  provisions  would  ensure  that 
nursing  homes  place  primary  emphasis  on  high  quality  nursing  personnel  and  high  quality  of 
care,  rather  than  on  profits  and  growth. 
SUMMARY 

The  nursing  home  industry  is  growing  in  size  and  importance  as  a  provider  of  long  term 
care.  The  major  problems  with  the  nursing  home  industry  in  terms  of  quality,  access,  and  quality 
are  likely  to  grow  in  magnitude  as  the  demand  increases  and  the  supply  is  relatively  inelastic. 
Highest  priorities  should  be  placed  on  supporting  regulatory  efforts  to  improve  quality  of  care. 

Regulation  alone  will  not  improve  nursing  homes.  Nursing  home  care  is  entirely 
dependent  upon  the  quality  of  nursing  personnel  that  provide  services  in  the  facilities.  In  order 
to  improve  quality,  reduce  hospitalization  costs,  and  provide  humane  care,  the  government  must 
ensure  that  nursing  homes  provide  equitable  wages  and  benefits  to  its  employees  to  attract  the 
type  of  high  quality  personnel  that  we  would  all  want  to  be  providing  care  to  our  parents  or  to 
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ourselves  if  we  were  sick  and  in  a  nursing  home.  This  effort  will  cost  substantially  more  in 
terms  of  public  funds  but  is  essential  to  the  improvement  of  nursing  homes  in  the  United  States. 
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Mr.  Waxman.  Ms.  Burger. 

STATEMENT  OF  SARAH  BURGER 

Ms.  Burger.  Thank  you.  It  is  a  pleasure  to  be  here  to  talk  on 
this  particular  and  important  subject. 

The  nursing  home  reform  amendments  of  OBRA  1987  set  a 
framework  for  achieving  higher  standard  of  care.  Without  ade- 
quate, well-supported  staff,  we  will  not  be  able  to  fulfill  the  prom- 
ise of  OBRA. 

We  applaud  Congressman  Walgren  for  opening  the  discussion  on 
the  critical  issue  of  staffing  with  this  proposed  legislation.  We  urge 
Congress  to  deliberate  on  these  serious  issues  and  take  action  to 
support  quality  care  for  nursing  home  residents. 

The  most  critical  issue  is  that  of  understaffing.  Nurses  and  nurse 
aides  work  short  staffed  as  a  matter  of  routine.  This  means  nursing 
home  residents  must  go  unattended  in  their  personal  care  needs, 
and  vital  services  such  as  maintaining  mobility  fall  by  the  wayside. 

The  atmosphere  in  too  many  nursing  homes  is  one  in  which  resi- 
dents are  restrained  and  overmedicated,  slowly  deteriorating  phys- 
ically and  mentally,  because  of  the  inability  of  hard-working  staff 
to  meet  anything  more  than  their  basic  needs.  This  is  not  the  pic- 
ture in  all  nursing  homes,  and  so  we  look  to  those  nursing  homes 
with  a  dynamic  and  healthy  environment  to  discover  what  makes 
the  difference. 

We  see  good  management  which  uses  good  supervision  and  sup- 
port to  create  a  sense  of  team  work  among  staff.  This  includes 
hiring  sufficient  numbers  of  staff,  including  nurses,  nurse  aides,  ac- 
tivity staff,  social  services  personnel,  housekeeping  and  dietary 
staff. 

It  also  includes  a  sense  that  employees  are  valued  as  shown 
through  decent  wages,  benefits  including  leave  time,  and  creative 
management  strategy  such  as  flexible  work  hours  and  support  for 
the  other  in-staff  people's  lives  such  as  child  care  assistance. 

Part  of  this  is  valuing  employees  for  what  they  know  and  can 
contribute.  Nursing  homes  can  do  this  by  including  nurse  aides  in 
the  care  planning  conference,  giving  aides  complete  information 
about  the  residents  they  are  caring  for,  and  having  permanent 
aides  so  they  know  and  can  develop  relationships  with  the  resi- 
dents which  will  promote  sensible  and  knowledgeable  caregiving. 

Good  care  practices  that  support  quality  of  life  are  based  on  indi- 
vidualized care.  If  a  nursing  home  provides  good  care  and  respects 
the  quality  of  life  of  its  residents,  there  will  also  be  a  positive  work 
environment.  We  have  seen  dramatic  examples  of  this  in  the  way 
that  facilities  have  reexamined  their  use  of  restraints,  have  re- 
duced staff  turnover  and  have  staff  from  other  nursing  settings 
asking  to  work  at  their  homes. 

As  we  review  Mr.  Walgren's  bill,  we  are  concerned  on  four  levels. 
It  addresses  only  one  part  of  the  problem,  that  of  wages  for  nurses 
and  nurse  aides. 

While  this  is  important  to  do,  we  must  remember  complex  prob- 
lems require  comprehensive  solutions.  This  includes  attention  to 
the  work  environment,  management  and  supervision  supports  for 
aides,  education  and  training,  and  addressing  the  other  pressures 
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aides  face  in  their  lives  that  impinges  on  their  ability  to  produce 
their  best  efforts. 

Our  second  concern  is,  even  if  we  look  exclusively  at  reimburse- 
ment solutions,  increased  wages  by  themselves  will  not  lead  to 
more  staffing  in  nursing  homes.  Nursing  homes  are  limited  in  how 
many  staff  they  can  hire  by  State  reimbursement  systems  that 
may  place  a  cap  on  direct  nursing  care  expenses.  Until  we  have 
comprehensive  reimbursement  reform  so  dollars  are  directed  to 
support  residents'  highest  practical  mental,  physical  and  psychoso- 
cial well-being,  we  will  continue  to  be  understaffed. 

Our  third  concern  is  that  technically,  we  must  assure  if  we  sup- 
port wage  passthroughs,  we  must  have  sufficient  accounting  and 
auditing  practices  to  assure  that  public  dollars  are  spent  on  resi- 
dent care.  The  public  needs  the  guarantee  that  funding  is  used  for 
direct  care  cost,  not  on  indirect  costs,  profit,  and/ or  administrative 
services. 

Finally,  we  have  little  faith  in  the  cost  estimates  associated  with 
improved  quality  care.  As  the  provider  community  has  discussed  its 
cost  estimates  related  to  implementation  of  the  nursing  home 
reform  law,  it  has  added  up  all  the  cost  of  increased  staff  without 
calculating  the  impact  of  staff  on  residents'  conditions.  Thus,  we 
hear  how  much  resident  assessment  will  cost  but  not  how  much  it 
will  prevent  poor  outcomes.  We  hear  how  much  aide  training  costs, 
but  not  how  much  more  efficient  it  will  be  for  aides  to  have  the 
skills  they  need  to  perform  the  caretaking  duties. 

We  do  not  believe  all  good  care  practices  are  necessarily  more  ex- 
pensive. A  facility  that  works  short-staffed  will  see  serious  declines 
in  resident  conditions,  residents  losing  their  mobility  and  their 
ability  to  perform  activities  of  daily  living.  Residents  who  become 
more  dependent  are  also  more  expensive  and  time  consuming  to 
care  for  as  their  needs  become  more  complex  and  intense.  Thus,  we 
have  often  been  penny-wise  and  pound-foolish.  A  dollar  is  saved  up 
front,  but  now  we  must  spend  many  more  dollars  on  staff  to  care 
for  a  needlessly  sicker  person. 

Mr.  Walgren  is  to  be  commended  for  bringing  this  important 
issue  to  Congress  and  for  providing  the  catalyst  for  a  thorough  dis- 
cussion of  the  factors  that  affect  staffing  in  nursing  homes. 

Thank  you  very  much. 

Mr.  Waxman.  Thank  you  very  much  for  your  testimony. 
[The  prepared  statement  of  Ms.  Burger  follows:] 
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TESTIMONY  OF 
SARAH  BURGER,  R.N. 
NATIONAL  CITIZENS'  COALITION  FOR  NURSING  HOME  REFORM 
Before  the 

HOUSE  ENERGY  AND  COMMERCE  COMMITTEE 
July  20,  1990 
Regarding  H.R.  1649 


Thank  you  for  this  opportunity  to  testify  about  the  importance  of  supporting  nursing  home 
staff  to  assure  quality  of  care  and  life  for  nursing  home  residents.  My  name  is  Sarah  Burger.  I  am 
a  Registered  Nurse  and  I  am  giving  my  testimony  on  behalf  of  the  National  Citizens'  Coalition  for 
Nursing  Home  Reform. 

The  Nursing  Home  Reform  Amendments  of  OBRA  '87  set  a  framework  for  achieving  this 
higher  standard  of  care.  Without  adequate,  well-supported  staff  we  will  not  be  able  to  fulfil  the 
promise  of  OBRA.  We  applaud  Congressman  Walgren  for  opening  for  the  discussion  the  critical 
issue  of  staffing,  with  his  proposed  legislation,  H.R.  1649.  We  urge  Congress  to  deliberate  on  these 
serious  issues  and  take  action  to  secure  quality  care  for  nursing  home  residents. 

Our  first  organizational  work  was  to  address  the  Plight  of  the  Nurses  Aide  with  a  working 
paper  we  issued  in  1978.  The  issues  we  identified  then  had  been  documented  in  previous  reports, 
including  investigations  by  the  Senate  Special  Committee  on  Aging  and  the  House  Trailer 
Committee  on  Aging.  We  find  these  problems  still  shape  the  atmosphere  in  nursing  homes  today. 

Nurse  aides  provide  90%  of  the  hands-on  care  that  nursing  home  residents  receive.  Yet 
aides  are  often  poorly  trained,  a  situation  that  will  change  as  the  Nursing  Home  Reform 
Amendments  of  OBRA  '87  are  implemented,  beginning  in  October  of  this  year.  While  training  is 
a  critical  issue,  other  problems  affect  the  quality  of  the  work  environment. 

The  most  critical  issue  is  that  of  understaffing.  Nurses  and  nurses  aides  work  short-staffed 
as  a  matter  of  routine  in  most  nursing  homes.  This  means  that  nursing  home  residents  must  go 
unattended  in  their  personal  care  needs  and  that  vital  services  such  as  maintaining  mobility  often 
fall  by  the  wayside.  The  atmosphere  in  too  many  nursing  homes  is  one  in  which  residents  are 
restrained  or  over-medicated,  slowly  deteriorating  physically  and  mentally  because  of  the  dismal 
surroundings  and  inability  of  hard-working  staff  to  meet  anything  more  than  their  most  basic  needs. 

This  is  not  the  picture  in  all  nursing  homes  and  so  we  look  to  those  nursing  homes  with  a 
dynamic  and  healthy  environment  to  discover  what  makes  the  difference.  We  see: 

Good  Management  which  uses  good  supervision  and  support  to  create  a  sense  of  teamwork 
among  staff.  This  includes  hiring  sufficient  numbers  of  staff  including  nurses,  nurses  aides, 
activities  staff,  social  services  personnel,  housekeeping,  and  dietary  staff.  In  also  includes 
a  sense  that  employees  are  valued,  including  decent  wages,  benefits  including  leave  time,  and 
creative  management  strategies  such  as  flexible  work  hours  and  support  for  the  other 
demands  in  staff  people's  lives,  such  as  child  care  assistance.  Part  of  this  is  valuing 
employees  for  what  thev  know  and  can  contribute,  such  as  including  aides  in  the  care 
planning  conference,  giving  aides  complete  information  about  the  residents  they  are  caring 
for,  having  permanent  assignments  of  aides  so  that  they  know  and  can  develop  a  relationship 
with  the  residents  that  promote  sensitiveiand  knowledgeable  care-giving. 
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Jood  care  practices  that  support  quality  of  life  and  are  based  on  individualized  care.  If  a 
nursing  home  provides  good  care  and  respects  the  quality  of  life  of  residents,  it  will  also  be 
a  positive  environment  in  which  to  work.  We  have  seen  dramatic  examples  of  this  in  the 
way  facilities  which  have  re-examined  their  use  of  restraints  have  seen  reduced  staff 
turnover,  and  staff  from  other  nursing  settings  asking  to  work  at  their  homes.  Staff  would 
rather  help  people  regain  their  strength  and  skills,  than  mop  floors  and  change  soiled 
clothing.  The  facilities  which  are  redirecting  their  efforts  toward  the  "highest  practicable 
physical,  mental  and  psychosocial  well-being"  of  residents  find  their  staff  morale  is  high  and 
that  all  employees  are  thinking  creatively  about  how  to  overcome  residents  problems  and 
achieve  optimal  care. 

H.R.  1649  is  essentially  and  basically  about  values.  As  Congressman  Walgren  has  stated  in 
introducing  H.R.  1649,  that  are  values  are  reflected  in  the  kind  of  care  "we  expect  for  ourselves  and 
our  families." 

A  prime  indicator  of  the  quality  of  a  society  is  how  it  cares  for  its  weakest  and  frailest 
members.  The  frailest  members  of  our  society  reside  in  nursing  homes.  The  residents  of  nursing 
homes  are  our  mothers  and  fathers,  aunts  and  uncles,  sisters  and  brothers,  and  daughters  and  sons, 
neighbors.  Our  citizens  who  reside  in  nursing  homes  are  elderly,  chronically  ill  and  frail  persons, 
with  the  most  complex  of  care  needs.  These  care  needs  cover  the  entire  spectrum  of  the  human 
condition  -physical,  mental  and  psycho-social  well-being.  In  no  other  health  care  delivery  setting 
are  issues  that  deal  with  the  essence  of  human  existence  so  confronted  on  a  daily,  long  term  basis. 

Some  of  the  daily  on-going  care  needs  of  the  nursing  home  resident  relate  to  death  and 
dying,  loss,  grieving,  human  sexuality,  ability  to  communicate,  understanding,  decision  making, 
control,  mood  and  behavior,  in  addition  to  activities  of  daily  living  and  physical  care.  Some  of 
these  activities  concern  seeing,  eating,  walking,  eliminating,  sleeping,  comfort  -  all  activities  of  daily 
living.  All  of  these  needs  and  activities  relate  to  quality  of  care  and  quality  of  life. 

As  we  review  Mr.  Walgren's  bill  we  are  concerned  on  four  levels: 

(1)  It  addresses  only  one  part  of  the  problem,  that  of  wages  for  nurses  and  nurse  aides- 
While  this  is  important  to  do.  we  must  remember  that  we  need  comprehensive  solutions  to 
complex  problems.  This  includes  attention  to  the  work  environment  --  management  and 
supervision  supports  for  aides:  education  and  training:  good  care  practices:  addressing  the 
pther  pressures  ai^g$  fa<?e  in  th^ir  Uvgs  that  impinge  on  thejr  ahi\it^f  tp  pr9^!^(?^  their  b^st 

efforts. 

It  is  clear  that  to  provide  quality  of  care  which  results  in  quality  of  life  for  nursing  home 
residents,  aides  need  total  institutional  support.  While  ninety  percent  of  direct  care  is  provided  by 
nurse  aides  (who  have  the  fewest  skills  and  the  least  training  and  technical  knowledge),  the  average 
ratio  of  nurse  aide  to  resident  is  one  nurse  aide  for  fifteen  residents.  And  the  average  ratio  of 
registered  nurse  staff  is  one  R.  N.  for  100  residents.  There  are  not  enough  nurses  and  not  enough 
nurses  aides  to  meet  residents'  needs. 

In  addition,  the  kno^Yledge,  skills,  and  attitudes  of  nursing  personnel  must  be  extensive  in 
order  to  meet  the  complex  needs  of  each  individual  resident.  The  nurses  that  are  there  are  not 
always  able  to  provide  the  supervision,  training  and  management  aides  need  to  carry  out  their 
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duties.  This  is  because  there  are  not  enough  nurses  to  meet  all  the  demands  of  their  job  and 
because  nurses  are  often  not  well-trained  in  these  skills  with  no  commitment  on  the  part  of 
management  to  provide  for  the  development  of  these  skills.  Too  often  nursing  staff  tasks  are 
focused  on  an  endless  cycle  of  deterioration  while  staff  try  to  keep  up  with  increasing  demands. 
Yet  in  facilities  that  have  dynamic  programs,  such  as  restorative  nursing  care  and  engaging 
activities,  residents  stay  healthier  and  staff  can  better  meet  their  needs. 

To  provide  care  which  addresses  and  attempts  to  meet  these  complex  care  needs  requires 
extensive  knowledge  and  skill  and  a  humane  attitude.  It  also  requires  on  going  and  continuing 
education,  constructive  evaluation  and  supportive  management. 

The  values  of  quality  of  care  and  quality  of  life  for  residents  must  be  reflected  in  the  nursing 
facility  philosophy.  Implementation  of  a  resident-centered  philosophy  rests  on  the  quality  of  the 
nursing  staff  as  evidenced  by  institutional  support  assuring  the  following  for  nursing  personnel: 

-  Adequate  staffing  reflecting  the  real  acuity  of  residents 

-  Effective  and  on-going  education  and  inservice 

-  Nursing  supervision  and  evaluation  which  is  constructive  and  instructive 

-  Individualized  care  plans  based  on  adequate  assessments 

-  Sufficient  resources  appropriately  targeted  to  implement  plans  of  care  which  can  be 
reflected  in  quality  of  life. 

-  Wages  and  benefits  for  nursing  personnel  which  reflect  the  value  of  the  role  and 
contribution  in  providing  quality  care. 

Without  support  nurses  experience  job  dissatisfaction  leading  to  high  staff  turnover.  Nursing 
personnel,  working  under  such  stress,  are  unable  to  provide  quality  of  care  and  quality  of  life  to 
residents.  The  owners  and  managers  of  nursing  homes  have  an  institutional  responsibility  for 
quality  care. 

There  are  many  management  strategies  that  contribute  to  staff  retention: 

■  Factors  which  relate  to  motivating  staff  to  provide  quality  care  are: 

-  Sensitivity  to  the  needs  of  the  adult  learner  and  care  giver, 

-  Participation  in  care  planning  and  evaluation  which  indicates 
respect  for  the  activity  and  resident  experience  of  the  worker, 

-  Recognition  of  good  care  giving 

-  Participation  of  decision  making  in  the  work  environment, 

■  One  of  the  most  important  management  activities  for  better  staff  morale,  employee 
satisfaction,  and  low  turnover  rate  is  to  respond  to  the  life  circumstances  many  nurse  aides 
face.  Aides  are  primarily  adult  females  who  are  poor  and  have  responsibilities,  often  as 
single  parents.  Benefits  which  reflect  employee  needs,  such  as  child  care,  flexible  work 
hours,  medical  insurance,  retirement  benefits  and  education  benefits  leading  to  career 
mobility  make  a  tremendous  difference.  Nurse  aides,  as  single  parents,  often,  out  of 
necessity  must  hold  more  than  one  job.  Therefore,  these  workers  come  to  the  nursing 
facility  stressed  and  exhausted  and  yet  they  are  entrusted  with  care  to  the  frail  and  elderly 
and  are  expected  to  be  caring.  Management  strategies  must  reflect  a  sensitivity  to  the  total 
life  situation  of  its  workers. 
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■  Education  is  critical  for  aides  and  nurses.  Aides  often  have  minimal  literacy  skills. 
Education  and  constructive  supervision  is  required,  appropriate,  and  necessary  on  a  daily 
basis  to  provide  quality  caring.  Aides  need  appropriate  education  and  training  programs, 
and  sensitive  qualified  staff  to  implement  them.  The  challenge  for  the  education,  training 
and  continuing  education  activities  is  to  address  the  complex  needs  of  residents  and  develop 
the  appropriate  knowledge,  attitudes  and  skills  aides  need.  Minimum  education  for  nurse 
aides  is  now  mandated  by  law.  Resident  assessments  are  also  required  by  law.  Licensed 
nurses  must  be  taught  how  to  perform  these  assessments  and  use  the  resulting  information 
to  provide  quality  care  and  quality  of  life  for  each  resident. 

■  Clearly  adequate  staffing  is  necessary.  High  incidence  of  staff  turnover  is  related  to  work 
load,  burnout,  and  inability  to  function  in  an  overstressed  environment. 

(2)  Our  Second  concern  about  Mr.  Walgren's  bill  is  that  even  if  we  look  exclusively  at 
reimbursement  solutions,  increased  wages  by  themselves  will  not  lead  to  more  staff  in 
nursing  homes.  Nursing  homes  are  limited  in  how  many  staff  thev  can  hire  bv  state 
reimbursement  systems  that  place  a  cap  on  direct  nursing  care  expenses.  Until  we  have 
comprehensive  reimbursement  reform  so  that  dollars  are  directed  to  support  residents' 
"highest  practicable  physical,  mental  and  psychosocial  well-being"  we  will  continue  to  be 
understaffed. 

Appropriate  reimbursement  certainly  is  one  aspect  of  providing  for  quality  in  residents  life 
and  we  support  efforts  to  address  the  critical  issue  of  wages.  Reimbursement  for  nursing  personnel 
which  is  comparable  to  other  care  giving  settings  indicates  the  value  society  places  on  those  needing 
care  and  the  value  of  providing  that  care.  The  Walgren  Bill  addresses  one  aspect  of  what  is  vital 
to  provide  quality  care  reflected  in  quality  of  life  to  our  frailest  citizens. 

Although  there  are  more  nursing  home  residents  than  hospital  patients  in  the  United  States, 
the  nursing  home  settings  employs  less  than  8  percent  of  all  nursing  personnel.  The  reimbursement 
level  for  nursing  personnel  entrusted  with  the  care  of  our  elderly  and  chronically  ill  is  the  lowest 
in  all  of  the  health  care  delivery  system.  For  example,  nurse  aides  who  provide  direct  care  in 
nursing  homes  receive  the  minimum  wage,  less  than  workers  in  fast  food  restaurants. 

Why  would  nursing  personnel  choose  the  nursing  home  setting?  In  fact  nursing  home 
residents  reported  in  our  1985  study,  A  Consumer  Perspective  on  Quality  care:  The  Residents' 
Point  of  View  that  "Good  staff  means  everything"  -  kind,  caring  treatment  by  well-trained  staff  in 
sufficient  numbers  is  the  number  one  factor  affecting  quality.  Nurses  aides  report,  in  other  studies 
that  they  share  this  feeling,  that  the  primary  reason  they  work  in  nursing  homes  is  because  they  care 
for  their  relationships  with  residents.  Dedicated  nurses  and  nurses  aides  hang  in  there,  in 
discouraging  work  environments  where  they  are  poorly  rewarded,  because  they  care  about  the 
people  living  there.  The  premise  is  that  workers  in  these  facilities  care  about  residents. 

All  of  this  relates  to  the  necessity  to  have  quality  staff  committed  to  quality  care-giving  on 
a  daily,  long  term  basis.  Adequate  and  comparable  reimbursement  is  one  factor  in  assuring  job 
satisfaction,  low  turnover  rate,  and  high  morale  on  the  job.  This  translates  into  a  labor  force  which 
would  be  adequately  reimbursed  under  the  Walgren  Bill  in  turn  demonstrating  society's  values. 
Wages  and  benefits  must  reflect  the  fact  that  the  institution  cares  about  those  providing  care  to 
residents.   However,  increased  salaries  cannot  effect  good  care  unless  there  is  also  increased 
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staffing. 

The  Walgren  Bill  addresses  one  segment  of  nursing  home  reimbursement,  when,  in  reality, 
the  total  system  contributes  to  inadequate  quality  and  quantity  of  staff  leading  to  poor  resident 
outcomes.  For  example,  in  some  states  the  reimbursement  level  may  be  too  low  or  a  state  cap  may 
force  nursing  facilities  to  hire  inadequate  numbers  or  mix  of  nursing  personnel.  So  nursing  homes 
that  try  to  use  the  wage  pass-through  to  attract  more  staff  will  still  face  limits  on  the  number  of 
employees  they  can  be  reimbursed  for  under  such  a  state's  reimbursement  system. 

Reimbursement  systems  now  are  buUt  around  a  complex  array  of  cost  limiters  which  rarely 
have  much  to  do  with  the  amount  of  resources  necessary  to  provide  quality  care.  When  this  is 
coupled  with  unacceptable  provider  practices,  described  below,  residents  and  staff  suffer.  Even 
reimbursement  systems  that  have  gradations  based  on  residents'  acuity  can  have  a  perverse 
incentive  for  poor  care  --  especially  if  facility  reimbursement  goes  up  as  a  resident's  condition 
declines. 

We  must  review  our  reimbursement  systems  to  make  sure  they  promote  and  support 
improvement  in  people's  physical,  mental  and  psychosocial  function,  rather  than  paying  more  for 
unnecessary  deterioration.  We  must  not  have  caps  on  patient  care  that  leave  nursing  home's  short- 
staffed  and  undersupplied.  We  must  discourage  those  who  play  real-estate  games  and  engage  in 
financial  paper  shuffles  with  our  public  doUars  and  the  lives  of  our  citizens. 

Comprehensive  reimbursement  reform  must  target  resources  for  care  and  must  include 
auditing  and  accounting  practices  that  assure  the  funds  are  spent  on  care. 

(3)  Technically,  we  must  assure  that  if  we  support  wage  pass-throughs.  we  have  sufficient 
accounting  and  auditing  practices  to  assure  that  public  dollars  are  spent  on  residents'  care. 

Reporting  procedures  must  be  implemented  which  would  give  a  clear  picture  of  how  nursing 
facilities  are  utilizing  pass-throughs.  Some  states  that  have  used  wage  pass-throughs  forgot  to  get 
baseline  data  on  nursing  home  staff  expenditures  before  the  new  monies  were  passed-through. 

The  public  needs  the  guarantee  that  funding  is  used  for  direct  care  costs  and  not  on  indirect 
cost,  profit,  and/or  administrative  services.  Auditing  procedures  are  notoriously  lax  in  most  states 
and  bear  little  connection  to  care  practices.  If  the  numbers  add  up,  it  rarely  matters  to  the 
Medicaid  auditors  if  a  facility  has  been  cited  for  numerous  patient  care  deficiencies. 

There  need  to  be  regular  field  audits  of  the  financial  records  of  nursing  homes.  And  there 
needs  to  be  an  active  cooperation  between  the  efforts  of  the  Survey  and  Licensure  Agency  and 
those  of  the  Medicaid  program.  If  the  surveyors  find  conditions  that  warrant  adverse  actions,  such 
as  a  ban  on  admissions,  or  civil  fines,  it  may  very  well  be  appropriate  for  the  Medicaid  office  to 
conduct  a  field  audit  to  determine  how  public  dollars  are  being  spent  by  the  facility. 

(4)  We  have  little  faith  in  the  cost  estimates  associated  with  improved  quality  care.  As  the 
provider  community  has  discussed  its  cost  estimates  related  to  implementation  of  the 
Nursing  Home  Reform  Law,  it  has  added  up  all  the  costs  of  increased  staff  without 
calculating  the  impact  of  staff  on  residents'  conditions. 
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Thus  we  hear  how  much  resident  assessment  will  cost,  but  not  how  valuable  it  will  be  to 
know  a  resident  better  and  therefore  be  better  able  to  take  care  of  them.  We  hear  how  much  aide 
training  costs  but  not  how  valuable  and  more  efficient  it  will  be  for  aides  to  have  the  skills  they 
need  to  perform  their  care-taking  duties.  We  do  not  believe  that  all  good  care  practices  are 
necessarily  more  expensive.  A  facility  that  works  short-staffed,  will  see  serious  declines  in  resident 
conditions  ~  residents  become  more  and  more  dependent  as  they  lose  their  mobility  and  other 
abilities  in  activities  of  daily  living.  They  become  more  and  more  expensive  and  time-consuming 
to  care  for  as  their  needs  become  more  complex  and  intense.  Thus  we  have  been  penny-wise  and 
pound-foolish,  saving  a  dollar  on  staffmg  so  that  we  now  must  spend  many  more  dollars  on  staff  to 
care  for  a  needlessly  sicker  person. 

Prevention  is  more  efficient  and  economical  than  treating  results  of  poor  care.  Many  of  the 
more  common  reasons  for  neglect  in  nursing  homes  can  be  prevented.  For  example,  decubiti  is 
preventable  by  daily  assessment  and  diligence.  The  financial  cost  of  treating  decubiti  is  $1.5  billion 
annually,  by  one  recent  estimate.  The  cost  to  the  resident  is  physical  and  mental  neglect  and  abuse. 
Increased  staffing  levels  and  higher  wages  and  benefits  can  add  to  ensuring  the  prevention 
activities  necessary  to  attain  quality. 

Proper  bowel  and  bladder  regimens  are  humane  as  well  as  more  cost  efficient  than  treating 
the  results  of  incontinence.  A  study  "Profile  of  Urinary  Incontinent  Elderly  in  Long  Term  Care 
Institutions"  by  Yu,  et  al  Journal  of  the  American  Geriatric  Society  found  that  incontinence  stems 
from  other  mental  and  physical  disabilities  which  respond  to  prompted  toileting,  such  as  dementia 
and  poor  mobility,  rather  than  primary  bladder  problems.  Rehabilitation  is  more  cost  effective  than 
treating  the  multiple  ill  effects  of  this  individualized  care. 

Low  staffing  is  used  as  an  excuse  for  use  of  chemical  and  physical  restraints.  Restraints 
always  lead  to  decreased  quality  of  life  and  often  to  poor  outcomes  such  as  skin  breakdown,  urinary 
tract  infections,  pneumonia,  and  contractures.  These  outcomes  are  expensive  to  treat  leading  to 
increased  skilled  nursing  services,  hospitalizations  and  increased  use  of  expensive  supplies  and  drugs. 

The  HHS  Commission  on  Nursing  reported  in  November  1988  that  the  cost  of  increasing 
wages  is  offset  by  reducing  staff  turnover  and  decreasing  recruitment  costs.  In  addition,  quality  and 
quantity  of  nurses  is  higher,  resulting  in  better  care-giving  and  reduced  numbers  of  costly  poor 
outcomes.  Finally,  the  frail  older  member  of  our  society,  who  we  will  someday  be,  will  be  the 
beneficiary  of  individualized  humane  care. 

Mr.  Walgren  is  to  be  commended  for  bringing  this  important  issue  to  the  Congress  and 
providing  the  catalyst  for  a  thorough  discussion  of  the  factors  that  affect  staffing  in  nursing  homes. 
We  have  an  opportunity  to  make  public  policy  catch  up  with  our  values.  The  Nursing  Home 
Reform  Amendments  of  OBRA  '87  were  a  good  start.  But  we  will  not  realize  the  full  promise  of 
those  reforms  until  we  invest  financially  and  otherwise,  in  those  staff  persons  who  must  carry  out 
its  mandate. 
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Mr.  Waxman.  Dr.  Harrington,  in  your  written  statement  you  in- 
dicate nursing  home  rates  increased  11.2  percent  between  1988  and 
1989.  According  to  the  American  Health  Care  Association,  over  70 
percent  of  the  average  daily  cost  of  providing  services  in  a  nursing 
home  is  attributable  to  labor.  The  Congressional  Research  Service 
estimates  that  over  60  percent  of  the  nursing  facility  labor  force 
are  nursing  personnel. 

My  question  is,  did  wages  and  benefits  for  nurses  and  nurse  aides 
go  up  11.2  percent  last  year?  If  not,  what  accounts  for  this  large 
increase  in  nursing  home  rates?  If  all  of  the  additional  money  is 
not  going  to  the  nurses  and  nurse  aides  who  provide  direct  patient 
care,  where  is  it  going? 

Ms.  Harrington.  We  don't  know  exactly  what  happened  in 
terms  of  wages  for  1988  and  1989,  because  it  is  too  early  to  have 
the  data.  But  we  know  that  for  the  past  10  years  hospital  and  nurs- 
ing home  costs  have  gone  up  between  9  to  11,  even  15  percent,  and 
we  know  that  for  that  10-year  period,  in  general,  the  nursing  wages 
have  only  gone  up  around  4  percent.  The  wages  are  not  being 
passed  through  to  the  employees. 

In  terms  of  where  does  the  money  go,  I  think  that  is  a  good  ques- 
tion. 

Mr.  Waxman.  The  wages  are  not  being  passed  through? 

Ms.  Harrington.  The  increase  in  revenues  that  hospitals  and 
nursing  homes  experience  are  not  going  to  the  personnel,  because 
their  increases  have  only  been  about  3,  4,  5  percent  over  the  past 
decade.  So  the  money  that  the  nursing  homes  are  getting  in  terms 
of  increased  revenue  is  primarily  going  for  increases  in  profits. 

Seventy-five  percent  of  all  the  nursing  homes  are  proprietary  so 
money  is  going  to  investors  and  owners.  It  is  going  to  help  finance 
expansion  of  chain  operations.  Today,  41  percent  of  all  the  nursing 
homes  in  the  United  States  are  part  of  multifacility  operations. 

The  money  is  also  going  to  increases  in  administrative  costs,  to 
purchases  of  real  estate,  and  to  expanding  operations.  It  is  not 
going,  unfortunately,  to  the  workers. 

Mr.  Waxman.  In  your  written  testimony,  you  state  that  "some 
nursing  homes  encourage  high  turnover  rates  to  keep  wages  low." 
If  true,  this  has  extremely  troubling  implications  for  our  ability  to 
assure  quality  care  for  nursing  facility  residents. 

Can  you  document  this?  How  can  we  discourage  this  practice? 

Ms.  Harrington.  It  is  very  difficult  to  document  this,  because  it 
happens  on  an  individual  level.  But  we  know,  in  general,  that 
nurses  and  nursing  employees  reach  their  peak  in  terms  of  their 
earning  capacity  within  about  4  years  of  employment.  This  is  true 
not  only  in  nursing  homes,  but  also  in  hospitals. 

So  after  the  4  years,  if  they  cannot  earn  any  more  money,  they 
are  very  likely  to  leave.  But  also  we  know  that  nursing  homes,  as 
they  have  to  increase  wages,  prefer  to  have  the  lowest  level  em- 
ployee in  some  facilities,  because  they  can  save  money.  So  this  is 
definitely  a  problem. 

It  depends  on  the  way  the  States  reimburse  nursing  homes,  but 
in  general  nursing  homes  and  hospitals  are  keeping  the  maximum 
levels  at  a  very  low  point.  We  call  this  a  ''compression  of  wages." 

Mr.  Waxman.  In  your  written  testimony,  you  cite  California's  ex- 
perience in  providing  additional  funds  for  nursing  personnel  and 
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nursing  facilities.  You  indicate  that  ''some  nursing  homes  only  par- 
tially passed  on  the  funds  of  their  personnel,  while  20  percent  of 
the  facilities  made  no  wage  passthroughs  to  nursing  personnel." 

What  happened  to  the  funds  allocated  by  the  State  for  nursing 
personnel  but  not  passed  on  by  the  nursing  facilities?  Did  the  facili- 
ties return  the  funds  to  the  State?  What  did  they  do  with  the  extra 
money? 

Ms.  Harrington.  We  don't  know  exactly  what  the  nursing 
homes  used  the  money  for.  Some  of  them  may  have  put  the  money 
in  the  bank  and  accrued  interest  on  it.  Others  may  have  used  the 
money  for  other  purposes  other  than  wages  and  benefits. 

The  unfortunate  thing  is  that  even  though  States  may  do  desk 
audits  for  nursing  homes  on  an  annual  basis,  they  frequently  don't 
do  a  full  audit  on  a  nursing  home  except  every  3  years.  Sometimes 
they  are  way  behind  and  don't  even  do  it  every  3  years.  So  by  the 
time  they  actually  do  an  audit  and  determine  the  nursing  home 
didn't  pass  the  wages  and  benefits  through,  it  could  be  3  to  5  years 
later.  We  know  some  nursing  homes  are  only  being  audited  right 
now  in  1990  for  1986. 

We  also  know  the  recovery  rates  by  the  Medicaid  programs  are 
very,  very  low.  So  it  is  doubtful  that  a  lot  of  the  money  was  ever 
recovered. 

Mr.  Waxman.  Thank  you. 

I  just  have  one  last  question  I  want  to  ask  Ms.  Burger,  even 
though  my  time  has  expired. 

As  I  understand  your  testimony,  it  is  your  view  the  most  critical 
issue  is  not  the  wage  and  benefits  level  for  nurses  and  nurse  aides, 
but  understaffing.  In  this  connection,  you  note  that  ''nursing 
homes  are  limited  in  how  many  staff  they  can  hire  by  State  reim- 
bursement systems  that  place  a  cap  on  direct  nursing  care  ex- 
penses." 

There  is  no  such  cap  in  Federal  law  and  I  am  frankly  surprised 
that  HCFA  would  allow  States  to  impose  such  caps  if  they  lead  to 
understaffing. 

Can  you  give  us  some  examples  of  States  which  have  such  caps 
and  can  you  describe  how  they  work? 

Ms.  Burger.  I  can't  give  you  an  example  although  I  will  try  to 
get  some  for  you  and  report  back  to  you. 

It  is  well  known  that  Medicaid  budgets  are  way  down  and, 
indeed,  often  they  are  specific  in  a  particular  part  of  the  Medicaid 
reimbursement  system.  I  will  get  that  information  for  you. 

Mr.  Waxman.  We  will  hold  the  record  open. 

Mr.  Bilirakis. 

Mr.  Bilirakis.  Thank  you,  Mr.  Chairman. 

I  would  like  to  ask  the  panel,  we  know  that  the  problem  is  low 
wages,  improper  benefits,  which  equate  to  improper  staffing,  inad- 
equate staffing  but  I  would  like  to  get  to  the  reason. 

Is  reimbursement  from  Medicaid  and  Medicare  the  principal 
reason  why  you  have  such  differences  in  the  pay  scales?  And  I  am 
not  for  one  moment  indicating  the  pay  scales  for  registered  nurses 
in  hospital,  for  instance,  are  adequate,  because  I  spoke  to  a  regis- 
tered nurse  yesterday  who  worked  on  the  Hill  for  sometime  and 
now  is  working  with  the  American  Bankers  Association  downtown. 
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and  is  a  registered  nurse.  And  I  asked  her  why,  and  she  said, 
"Money,  very  simply." 

I  am  certainly  not  indicating  it  is  adequate  as  far  as  hospitals  go, 
but  why  is  there  such  a  differential?  What  would  you  say  the 
reason  would  be?  Is  it  principally  reimbursement? 

Ms.  Harrington.  Yes,  I  think  it  is  principally  reimbursement. 
Medicaid  pays  almost  half  of  all  the  nursing  home  bills.  So  the 
policy  decisions  made  by  Medicaid  tend  to  carry  for  the  whole  in- 
dustry. 

The  other  thing  is  that  many  States  don't  have  strict  controls  on 
where  the  money  goes  once  they  pay  the  money  to  the  nursing 
homes.  That  is  particularly  true  in  California  where  they  pay  a  flat 
rate. 

So  nursing  homes  are  allowed  to  try  to  keep  wages  and  benefits 
low  so  they  can  maximize  their  profits. 

Mr.  BiLiRAKis.  So  it  is  really  not  all  reimbursement  but  it  is  part 
of  it. 

Ms.  Harrington.  Medicaid  low  reimbursement  is  part  of  the 
problem.  But  so  is  not  specifying  where  the  money  should  go 
within  the  reimbursement  system. 

Mr.  BiLiRAKis.  And  that  is  a  State  thing? 

Ms.  Harrington.  It  is  done  on  a  State-by-State  basis. 

Mr.  BiLiRAKis.  How  about  the  Medicare  reimbursement,  where 
there  is  coverage  by  Medicare  for  nursing  home  care  which  we 
know  is  very  limited?  But  in  any  case,  how  does  the  reimburse- 
ment for  nurses  insofar  as  Medicare  is  concerned  compare,  nursing 
homes  versus  hospitals? 

Ms.  Harrington.  The  Medicare  reimbursement  is  higher,  signifi- 
cantly higher  in  many  States.  So  it  does  pay  better  and  you  do  see 
better  staffing  for  Medicare  beds. 

But  I  also  want  to  mention  one  thing  about  the  nursing  home 
market.  It  is  very  different  from  the  hospital  market.  With  hospi- 
tals you  only  have  a  65  percent  occupancy  rate.  Those  hospitals  are 
competing  on  the  basis  of  quality.  You  also  have  a  very  low  propri- 
etary rate.  Only  15  percent  of  hospitals  are  proprietary. 

Nursing  homes  are  an  entirely  different  industry  because  they 
have  a  92  percent  occupancy  rate.  They  have  so  many  patients  that 
are  demanding  to  get  in,  they  don't  have  to  compete  on  the  basis  of 
quality.  They  don't  have  to  hire  enough  adequate  nurses  to  really 
get  patients  in.  Patients  have  to  get  in  anyway.  Also,  because  75 
percent  of  the  nursing  homes  are  proprietary,  they  are  trying  to 
make  a  profit  for  their  investors  and  their  owners  whereas  you 
don't  have  that  same  incentive  with  most  hospitals.  So  you  have 
the  market  putting  this  pressure  to  maximize  profits  and  keep 
wages  and  benefits  low  in  nursing  homes. 

Mr.  BiLiRAKis.  All  right.  Very  well  said,  and  certainly  a  very, 
very  good  point,  and  I  am  sure  it  is  a  very  realistic,  real-world 
point. 

But,  again,  getting  back  to  Medicare  reimbursements,  the  portion 
of  the  Medicare  reimbursement  which  is  attributable  to  the  regis- 
tered nurse,  are  they  different?  Are  we  saying  that  portion  is  dif- 
ferent in  nursing  homes  versus  hospitals?  Is  the  Federal  Govern- 
ment  

Ms.  Harrington.  Yes,  because  Medicare  pays  a  different  rate. 
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Mr.  BiLiRAKis.  Medicaid,  but  I  mean  Medicare. 

Ms.  Harrington.  Medicare  nursing  home  rates  are  higher  than 
Medicaid  rates.  I  think  those  two  rates  ought  to  be  brought  closer 
together.  There  is  no  major  reason  to  have  such  a  differential  be- 
tween Medicare  and  Medicaid  rates.  Those  differentials  can  be  as 
high  as  at  least  15  percent. 

Mr.  BiLiRAKis.  Forgive  me.  I  am  trying  to  get  to  the  Medicare 
portion. 

Mr.  Chairman,  I  don't  know  if  I  am  making  myself  clear. 

The  Medicare  portion  that  is  reimbursed  by  the  Federal  Govern- 
ment, is  there  a  distinction  between  the  portion  for  the  registered 
nurse  in  one  cases  versus  the  other? 

Ms.  Harrington.  Yes,  between — absolutely,  between  acute  and 
long-term  care.  The  Medicare  rate  for  nursing  homes  is  lower  than 
it  is  for  hospitals,  but  significantly  higher  than  the  Medicaid  rate. 
So  we  need  to  bring  those  two  rates  together. 

The  Medicare  facilities  are  able  to  hire  more  nurses.  But  remem- 
ber. Medicare  only  pays  for  2  percent  of  the  country's  nursing 
home  bill. 

Mr.  BiLiRAKis.  Thank  you. 

Mr.  Waxman.  Mr.  Walgren. 

Mr.  Walgren.  Thank  you,  Mr.  Chairman,  and  I  apologize  for  not 
being  able  to  be  here  during  your  testimony. 

I  hope  the  point  is  not  cumulative,  but  what  can  be  said  about 
the  satisfaction  or  dissatisfaction  of  families  with  relatives  in  nurs- 
ing homes?  In  your  contact  with  them,  is  it  universally  disappoint- 
ment, or  how  can  you  characterize  the  satisfaction  of  families  with 
the  services  that  their  family  member  receives  in  a  nursing  home? 

Ms.  Burger.  I  think  there  are  a  couple  of  factors  that  impinge 
on  this. 

Yes,  indeed,  there  are  families  who  are  very  dissatisfied,  those 
families  who  have  learned  what  good  care  can  be  and  what  should 
happen  to  their  relative  in  a  nursing  home.  On  the  other  hand, 
many  families  really  don't  know  what  good  care  is — they  don't 
know  what  to  expect  in  a  nursing  home.  This  is  one  of  the  things 
we  spend  a  lot  of  time  doing,  helping  families  understand  that 
there  is  a  difference  between  good  care  and  bad  care. 

When  a  nursing  facility  is  approached  by  a  family  who  says, 
"why  is  mother  wet",  or  ''why  is  mother  no  longer  walking",  or 
"why  does  mother  have  bruises",  the  nursing  home  always  has  an 
answer  which  sounds  quite  logical  to  an  uneducated  consumer. 
This  is  a  very  complicated  business. 

And  so  there  is  also  something — "your  mother  is  very  old  and 
therefore  her  skin  bruises  very  easily".  That  is  true,  but  you  can 
handle  her  more  gently.  Or  we  hear  "your  mother  is  so  old  her 
bladder  doesn't  work  very  well  anymore".  That  may  not  be  true.  It 
may  be  mother  needs  to  be  taken  to  the  bathroom  at  her  moment 
of  needing  to  go. 

So  it  is  these  things  the  consumer  is  faced  with,  of  saying,  "I 
think  something  is  wrong  here".  And  the  facility,  obviously,  is  ! 
going  to  say,  "of  course  there  is  nothing  wrong".  Families  often 
need  a  great  deal  of  education.  So  it  is  a  hard  question  to  answer. 
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Those  who  have  the  information  often  are  quite  upset,  except 
where  they're  involved  with  those  nursing  homes  that  do  a  good 
job.  There  are  some  of  them. 

Mr.  Walgren.  Can  anything  further  be  added  to  that? 

Ms.  Harrington.  I  certainly  agree  there  is  a  lot  more  dissatisfac- 
tion with  the  quality  of  nursing  home  care  than  there  is  with  hos- 
pital care.  I  think  that  is  evidenced  by  the  fact  there  is  no  other 
sector  of  the  health  care  industry  that  has  had  such  poor  ratings  in 
terms  of  facilities  not  meeting  minimum  standards  as  there  are  in 
nursing  homes.  I  really  find  this  is  directly  attributable  to  the  issue 
of  staffing.  Nothing  else  is  as  important  as  that  staffing  issue. 

Mr.  Walgren.  In  the  reforms  that  we  passed  just  a  year  or  so 
ago,  there  was  a  theme  that  ran  through  them  that  I  wonder 
whether  it  couldn't  be  built  on,  and  it  was  along  the  idea  that  if 
you  could  increase  the  level  of  professional  expectation  on  the  su- 
pervisory level,  that  then  you  would  be  able  to  increase  the  level  of 
care  given  by  the  range  of  people  who  are  spending  more  direct 
time  and  contact  with  the  patients. 

When  you  see  numbers  like  6  minutes  and  12  minutes,  obviously 
we  are  not  in  a  position  to  put  registered  nurses  in  contact  with 
the  patient  for  hours  and  hours  a  day,  but  we  should  be  in  a  posi- 
tion to  have  such — it  seems  to  me  we  should  be  in  a  position  to 
have  such  a  comparable  level  of  wages  that  the  person  that  would 
be  in  the  supervisory  position  would  have  high  professional  stand- 
ards that  could  then  be  drawn  out  of  the  nurse  aides  and  the  li- 
censed practical  nurses  and  the  others  that  are  in  contact  with  the 
patient. 

Do  you  see  that  kind  of  model  of  the  supervisory  level  being 
brought  up,  and  then  that  having  a  kind  of  a  rising  all  hands  in 
the  facility  effect? 

Ms.  Harrington.  I  think  that  is  absolutely  the  case.  I  think 
there  is  clear  evidence  that  if  we  had  more  nurse  practitioners  and 
clinical  nursing  specialists  and  better  educated  nurses  in  gerontolo- 
gy, there  would  be  much  stronger  results  in  terms  of  quality  of 
care. 

Yet  nursing  homes  are  not  able  to  hire  these  people  in  many 
cases  because  the  wage  rates  and  the  reimbursement  rate  is  so  con- 
strained, they  feel  they  cannot  afford  to  hire  these  highly  trained 
nurses.  We  are  training  nurses  from  our  nursing  school,  and  they 
can't  get  jobs  in  nursing  homes  because  the  nursing  homes  can't 
afford  them. 

Mr.  Walgren.  Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you,  Mr.  Walgren. 

Mr.  Whittaker. 

Mr.  Whittaker.  Thank  you,  Mr.  Chairman. 

The  Congressional  Budget  Office  has  estimated  the  5-year  Feder- 
al cost  of  H.R.  1649  is  in  the  neighborhood  of  $2.6  billion.  Because 
of  the  Medicaid  matching  requirement,  fiscal  impact  on  the  State 
would  be  about  the  same. 

The  governors  that  have  discussed  this  with  the  committee  are 
strenuously  arguing  that  they  can't  afford  any  more  Medicaid  man- 
dates. Congress  and  the  administration,  as  you  are  very  much 
aware,  are  in  budget  negotiations  right  now  to  try  to  find  a  way  or 
ways  to  cut  the  deficit. 
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Can  you  think  of  any  other  possible  option  that  might  exist  to 
address  the  problem  that  will  not  be  quite  so  costly? 

Ms.  Harrington.  I  want  to  first  of  all  argue  that  this  is  a  cost 
savings,  in  effect.  The  data  that  I  cited  earlier  show  that  we  could 
have  saved  almost  a  billion  dollars  last  year  alone  in  hospitaliza- 
tion costs  if  we  had  better  trained  nurses  in  nursing  homes.  If  you 
had  a  billion  dollars  a  year  from  that  one  factor  alone,  that  adds 
up  to  $5  billion  within  5  years.  If  your  cost  estimate  here  is  only 
$2.6  billion,  you  are  actually  going  to  save  money. 

The  problem  with  these  analyses,  they  only  look  at  nursing  home 
costs — what  is  the  increase  to  nursing  homes.  They  do  not  look  at 
offsets,  at  savings  to  hospitals  and  other  parts  of  the  Medicaid 
budget. 

So  I  hate  to  try  to  think  of  ways  to  reduce  the  cost.  But,  of 
course,  this  bill  is  proposed  to  be  phased  in  over  a  5-year  time 
period  and  that  is  one  way  to  help  with  the  initial  cost  of  it. 

I  think  with  the  amount  of  money  we  spend  on  trying  to  improve 
quality  through  regulation,  we  could  do  a  lot  better  with  quality  if 
we  just  put  the  money  into  wages  and  make  sure  the  nursing 
homes  put  it  to  that  use  instead  of  into  profits. 

Mr.  Whittaker.  Ms.  Burger,  would  you  care  to  comment? 

Ms.  Burger.  I  would  certainly  agree  with  what  Dr.  Harrington 
said  and  would  reiterate,  indeed,  that  we  are  being  penny-wise  and 
pound-foolish  by  paying  for  our  nurses  in  nursing  homes,  and  then 
not  giving  them  enough  staffing  to  do  the  job,  and  having  to  then 
pay  the  higher  cost  of  the  residents  when  they  are  transferred  to 
an  acute  care  facility,  or  transferred  from  intermediate  to  a  skilled 
care  part  of  the  facility  where  there  is  a  higher  nursing  staff.  That 
staff  can  bring  the  person  back  to  a  level  of  health  such  that  he  or 
she  can  go  back  to  the  intermediate  floor  that  has  less  staff.  Then 
the  cycle  begins  again,  so  they  are  moved  to  a  higher  level  of  care. 
We  are  just  wasting  our  money. 

Mr.  Whittaker.  Thank  you,  Mr.  Chairman. 

Ms.  Burger.  Prevention. 

Mr.  Waxman.  Thank  you,  Mr.  Whittaker. 

Mr.  Nielson. 

Mr.  Nielson.  Dr.  Harrington,  in  your  testimony  you  mention 
lease  back  arrangements,  creative  financing  mechanisms  and  other 
type  real  estate  speculation,  and  other  things  which  may  not  be  too 
appropriate.  How  does  the  economics  in  financing  in  nursing 
homes  differ  from  the  economics  in  hospitals? 

Ms.  Harrington.  The  prime  way  it  differs  is  that  most  nursing 
homes  are  proprietary.  Seventy-five  percent  are  proprietary  and 
many  of  those  are  chain  nursing  homes.  These  nursing  homes, 
while  some  of  them  have  recently  had  some  financial  problems,  are 
still  making  very  high  returns  on  their  investment.  I  wanted  to 
point  out  that  two  national  nursing  home  chains  made  14  to  17 
percent  returns  on  equity  in  1989  over  the  previous  year,  and  13  to 
22  percent  earnings  per  share  for  the  last  10  years. 

This  is  one  of  the  most  profitable  businesses  and  this  is  the  main 
difference  between  nursing  homes  and  hospitals.  There  is  such  a 
tremendous  pressure  to  increase  revenues  over  expenses  to  pay  for 
profits  in  nursing  homes.  So  you  have  tremendous  pressure  to  keep 
wages  low. 
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Mr.  NiELSON.  Because  they  make  so  much  money  they  are  able 
to  speculate,  buy  and  sell  this  type  of  thing? 

Ms.  Harrington.  Yes,  and  it  is  used  to  expand  the  operations,  to 
buy  more  facilities. 

Mr.  NiELSON.  What  you  are  describing  is  foreign  to  my  district. 
My  district  has  a  number  of  nursing  homes  in  rural  areas,  and 
they  are  having  struggles.  They  are  having  a  hard  time  keeping  it 
open.  I  live  in  an  area  which  is  the  size  of  Indiana,  with  lots  of 
nursing  homes  in  it. 

I  have  a  statement  I  would  like  to  enter  into  the  record,  Mr. 
Chairman,  if  that  is  possible. 

Mr.  Waxman.  Without  objection. 

[The  prepared  statement  of  Mr.  Nielson  follows:] 

Prepared  Statement  of  Hon.  Howard  C.  Nielson 

Chairman  Waxman,  colleagues  and  witnesses,  I  am  pleased  to  participate  in  these 
hearings  today.  If  the  nursing  shortage  in  our  Nation's  hospitals  is  in  serious  condi- 
tion, the  nursing  shortage  facing  nursing  homes  is  in  critical  shape.  The  cause  of 
this  ailment  is  pay.  Nursing  home  nurses  and  aides  often  receive  inadequate  com- 
pensation for  their  long  hours  and  hard  work.  A  recent  conversation  with  one  of  my 
constituents  reveals  many  of  the  problems. 

John  Bramall,  administrator  of  the  Emery  County  Nursing  Home  in  Ferron, 
Utah,  said  that  during  the  5  years  he  has  been  a  nursing  home  administrator,  the 
need  for  RN's  increased  dramatically.  It  is  especially  acute  in  rural  areas,  such  as 
Ferron.  Eventually,  nursing  shortages  could  cause  patients  to  not  receive  the  care 
they  need.  "The  problem  is  of  too  few  nurses  receiving  too  little  pay.  This  exists  not 
only  in  Utah,  but  in  nursing  homes  all  across  the  Nation,"  my  constituent  said. 

John  Bramall,  who  served  as  president  of  the  Utah  Health  Care  Association,  also 
spoke  of  the  challenges  confronting  nursing  home  aides.  "A  worker  at  our  town 
hamburger  stand  can  earn  the  same  pay  as  our  nurse  aides.  Compare  making  malts 
and  fries  with  having  to  diaper,  feed,  shower,  shave  and  bathe  patients,  chart  all 
their  intake  and  output  and  help  provide  for  their  recreational  and  social  needs." 
He  concluded  that  he  wishes  they  could  pay  them  more,  but  that  the  money  just 
isn't  there. 

The  pay  problem  facing  nursing  home  care  providers  must  be  addressed.  There- 
fore, I  am  glad  Chairman  Waxman  is  holding  these  hearings.  They  will  help  drama- 
tize the  inadequacy  of  nursing  home  wages. 

However,  while  I  recognize  the  symptoms,  I'm  not  certain  if  H.R.  1649  is  the  cure. 
It  calls  for  a  great  deal  of  money  at  a  time  when  our  Nation's  budget  is  in  an  inten- 
sive care  condition  ...  if  not  already  comatose. 

I  am  also  concerned  with  the  administrative  burdens  H.R.  1649  would  place  on 
the  States.  We  must  accept  that  some  of  the  burdens  facing  nursing  homes  and 
nurses  may  be  our  fault  and  some  of  the  solutions  may  not  be  financial.  We  here  at 
the  Federal  level  continue  to  write  more  regulations  that  are  costly  to  carry  out.  We 
call  for  more  charts,  more  reports,  more  forms.  Said  Annetta  Mower,  a  nurse  in 
Emery  County,  Utah:  "We  registered  nurses  often  can't  give  direct  nursing  care  be- 
cause of  excessive  bureaucratic  papers  we  are  obliged  to  fill  out.  The  limited  time 
nurses  have  to  spend  with  each  patient  continues  to  diminish  as  the  pile  of  paper- 
work increases." 

This,  while  not  the  entire  problem,  certainly  is  a  part  of  it  and  one  I  believe 
should  also  be  addressed. 

Chairman  Waxman,  I  am  impressed  with  the  fine  witnesses  you  have  here  today 
and  look  forward  to  hearing  their  testimony. 

Mr.  Nielson.  I  have  a  daughter  who  is  a  registered  nurse  who 
worked  in  a  nursing  home.  I  have  a  sister  who  has  worked  in  a 
nursing  home  and  a  niece  who  worked  in  a  nursing  home.  None  of 
them  do  now.  Now  they  work  in  hospitals,  except  my  daughter, 
who  is  staying  home  to  take  care  of  children.  She  loved  the  nursing 
home,  she  loved  the  chance  to  provide  personal  attention.  She  felt 
she  contributed  more  to  society  when  she  worked  in  the  nursing 
home  than  she  did  when  she  worked  in  the  hospital,  but  she 
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couldn't  stay  there  because  the  wage  was  about  $50  less  than  what 
she  could  make  in  the  hospital  up  the  street. 

And  there  is  a  lineup  of  everyone  who  works  in  the  nursing 
home  in  the  Provo,  UT  area,  waiting  for  opportunities  to  join  the 
Utah  Valley  Hospital,  which  is  the  highest  paying  nursing  facility 
there. 

She  said  a  lot  of  things  there  could  be  done  by  nurse  aides  and 
LPN's,  would  not  require  registered  nurses,  and  yet  the  State  of 
Utah  requires  a  registered  nurse  be  in  charge  at  all  times.  Many  of 
the  rural  facilities  can't  attract  registered  nurses,  can't  find  them. 

Are  we  requiring  too  much  on  that  level?  I  realize  you  are  for 
having  as  much  education  in  nursing  as  possible  and  I  agree,  but  I 
am  wondering,  are  we  so  insistent  on  the  degree  that  we  don't 
make  opportunities  available  to  get  good  help? 

Ms.  Harrington.  I  sympathize  with  the  nurses  that  have  left 
nursing  homes  and  really  want  to  stay  there.  I  think  you  are  exact- 
ly right  because  of  the  wage  situation,  but  I  don't  agree  we  need 
less  registered  nurses;  I  think  we  need  more. 

In  rural  areas — I  come  from  rural  Kansas  myself,  so  I  am  very 
familiar  with  the  rural  problems — the  wages  are  kept  artificially 
low  in  some  cases  because  they  know  that  nurses  that  live  there, 
they  have  to  have  a  job  in  that  area.  They  are  not  so  mobile  where- 
as if  a  nurse  is  mobile,  she  will  come  to  San  Francisco. 

Our  starting  salary  in  San  Francisco  is  $36,000.  So  nurses  like 
me  may  pack  their  bags  and  go  to  San  Francisco.  Nurses  in  rural 
areas  are  competing  nationally.  They  have  to  get  these  wages  up  if 
they  want  to  attract  high-  quality  people.  I  think  they  need  more 
registered  nurses  rather  than  less. 

Mr.  NiELSON.  I  am  not  saying  less  registered  nurses,  I  am  saying 
some  areas  in  the  country  it  is  not  possible  to  get  a  registered 
nurse  around  the  clock.  You  might  get  one  for  one  shift. 

Ms.  Harrington.  The  reason  you  don't  have  enough  is  the  artifi- 
cially low  wages.  Many  nurses  want  to  stay  in  the  rural  area.  They 
are  forced  by  the  economics  to  move  to  the  big  cities  because  of  the 
artificially  low  rate. 

I  also  wanted  to  point  out  that  you  would  be  surprised  how  many 
of  the  rural  nursing  homes  are  a  part  of  national  chains  where 
money  is  going  back  to  the  chain  operation  headquarters.  Maybe 
the  nursing  home  itself  doesn't  have  enough  money,  but  the  chain 
is  doing  well  in  this  overall  financial  picture. 

Mr.  Waxman.  I  do  thank  you  for  your  testimony.  We  may  have 
additional  questions. 

Each  of  the  witnesses  on  our  next  panel  represents  the  actual  or 
''hands-on"  providers  of  nursing  and  nursing-related  services  in 
nursing  facilities  around  the  country. 

Ms.  Pat  Scuffle,  a  registered  nurse,  is  with  the  Forbes  Center  for 
Gerontology  in  Pittsburgh,  PA.  Ms.  Scuffle  is  testifying  on  behalf  of 
the  American  Nurses  Association. 

We  also  have  with  us  a  representative  of  the  two  largest  unions 
where  membership  includes  nurses  and  nurse  aides.  Appearing  on 
behalf  of  the  American  Federation  of  State,  County,  and  Municipal 
Employees  is  Ms.  Kathy  Sackman.  She  is  a  registered  nurse  and 
serves  as  international  vice  president  of  AFSCME,  as  well  as  co- 
chair  of  the  United  Nurses  of  America.  Mr.  John  August  is  testify- 
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ing  on  behalf  of  the  Service  Employees  International  Union.  He  is 
president  of  SEIU's  Local  1199,  and  serves  on  the  union's  health 
care  division  board. 

Our  last  witness  on  this  panel  is  Mr.  David  Kesterson,  who  is  ex- 
ecutive director  of  the  National  Federation  of  Licenses  Practical 
Nurses,  Inc. 

I  want  to  thank  each  of  you  for  coming  this  morning  to  testify 
before  our  subcommittee.  Your  prepared  statements  will  be  in  the 
record  in  full.  We  would  like  to  ask  you  to  limit  the  oral  presenta- 
tion to  no  more  than  5  minutes. 

Ms.  Scuffle. 

STATEMENT  OF  PAT  SCUFFLE,  ON  BEHALF  OF  THE  AMERICAN 
NURSES'  ASSOCIATION;  KATHY  SACKMAN,  VICE  PRESIDENT, 
AMERICAN  FEDERATION  OF  STATE,  COUNTY,  AND  MUNICIPAL 
EMPLOYEES;  JOHN  AUGUST,  PRESIDENT,  LOCAL  1199P,  SERV- 
ICE EMPLOYEES  INTERNATIONAL  UNION;  AND  DAVID  KESTER- 
SON, EXECUTIVE  DIRECTOR,  NATIONAL  FEDERATION  OF  LI- 
CENSED PRACTICAL  NURSES,  INC. 

Ms.  Scuffle.  Thank  you,  Mr.  Chairman. 

Mr.  Chairman,  and  members  of  the  subcommittee,  my  name  is 
Pat  Scuffle.  I  am  a  registered  nurse. 

The  American  Nurses  Association  is  pleased  to  testify  about  the 
effects  that  H.R.  1649  may  have  on  recruitment  and  retention  of 
nursing  personnel  employed  by  nursing  facilities.  Our  complete 
written  testimony  has  been  submitted  to  the  subcommittee. 

For  12  years  I  have  been  the  Executive  Director  for  the  Forbes 
Center  for  Gerontology  in  Pennsylvania.  It  is  a  126  bed  facility 
where  half  of  our  residents  have  Medicare  or  Medicaid  as  their  pri- 
mary payer. 

We  are  also  concerned  about  LPN's  and  nursing  assistants, 
though  there  is  less  data  available  for  them.  The  American  Hospi- 
tal Association  reports  the  RN  vacancy  rate  to  10.6  percent  in  hos- 
pitals. ANA's  survey  of  1,000  nursing  facilities  reported  an  18.9 
percent  vacancy  rate  among  nursing  facilities. 

The  ANA  survey  of  nursing  homes  identified  resident  outcomes 
attributable  to  the  very  high  RN  vacancy  rates.  They  include  re- 
duced quality  of  care,  closed  beds,  delayed  or  reduced  admissions, 
increased  recruitment  time,  heavier  workload,  increased  medica- 
tion errors  and  unobserved  medication  side  effects.  Also,  increased 
resident  falls. 

Those  findings  are  similar  to  those  documented  in  the  literature. 
Let  me  mention  two  of  the  studies  which  recommend  improve- 
ments in  salaries  and  benefits.  A  1988  Federal  study  surveyed  over 
2,600  RN's  employed  in  nursing  facilities  and  30,000  employed  RN's 
employees  in  hospitals. 

The  most  important  retention  factors  to  nursing  facility  employ- 
ees were  salary  and  benefits.  The  recommendations  to  the  Secre- 
tary's Commission  on  Nursing  in  1988  urged  pay  raises  based  on 
experience,  performance,  education  and  leadership. 

The  commission  noted  that  retention  in  nursing  homes  is  sub- 
stantially linked  to  salary  and  salary  compression.  In  Pittsburgh's 


64 


nursing  facilities,  in  many  cases,  the  starting  salary  basically  is  the 
maximum  salary. 

There  are  1,100  distinct  hospital-based  skilled  care  facilities 
across  the  country  and  119  nursing  home  care  units  adjacent  to  the 
VA  Medical  Centers.  Many  of  these  skilled  nursing  facilities  and 
all  the  VA  facilities  provide  wages  and  benefits  which  are  the  same 
for  employees  whether  they  work  in  a  nursing  facility  or  in  an  ad- 
jacent hospital.  In  skilled  nursing  facilities  with  the  same  wages 
and  benefits,  we  find  the  recruitment  and  retention  experience  is 
as  good  as,  or  even  slightly  better  than,  the  experience  of  the  adja- 
cent hospital. 

H.R.  1649  does  not  address  already  too  low  staffing  standards, 
nursing  salary  compression,  or  the  benefit  packages  for  nursing  fa- 
cility employees.  A  rigorous  auditing  mechanism  is  also  needed. 
Wage  comparability  provisions  must  include  part-time  as  well  as 
full-time  employees.  This  bill  is  not  the  total  answer  to  problems 
affecting  nursing  facility  care. 

Other  problems  such  as  social  security  policies  that  allow  older 
nursing  personnel  to  work  for  longer  periods,  that  is  through  any 
given  year,  must  be  addressed.  Another  incentive  is  employer-pay 
continuing  education  courses  for  medication  and  nursing  practice 
updates  and  instruction  on  newer  interventions  with  special  resi- 
dent populations. 

We  believe  this  bill  shows  one  approach  which  fulfills  the  Insti- 
tute of  Medicine's  major  recommendation  from  its  1986  report.  I 
quote: 

Nursing  homes  should  place  their  highest  priority  on  the  recruitment,  retention 
and  support  of  adequate  numbers  of  professional  nurses  who  are  trained  in  gerontol- 
ogy and  geriatrics  to  assure  an  adequate  number  and  appropriate  mix  of  profession- 
al and  nonprofessional  nursing  personnel  to  meet  the  needs  of  all  types  of  residents. 

We  are  grateful  for  your  continuing  thoughtful  work  for  the  ben- 
efit of  the  Nation's  nursing  facility  residents.  I  thank  you  for  this 
opportunity  to  testify. 

[Testimony  resumes  on  p.  76.] 

[The  prepared  statement  of  Ms.  Scuffle  follows:] 
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TESTIMONY 
of  the 

AMERICAN  NURSES  ASSOCIATION 

I  am  Pat  Scuffle,  R.N.,  a  member  of  the  Pennsylvania  Nurses  Association 
and  for  twelve  years  the  Executive  Director  of  the  Forbes  Center  for 
Gerontology  in  Pittsburgh,  Pennsylvania.    I  am  pleased  to  describe  my 
professional  nursing  experience  which  I  believe  is  representative  of  other 
nursing  facility  directors  of  nursing  or  nursing  home  administrators.  Our 
facility  has  126  beds  and  all  are  dually  certified  for  skilled  and  ^ 
intermediate  care.    For  about  half  of  our  facility  residents,  Medicaid  or 
Medicare  are  the  primary  payors  for  their  care.    I  will  describe  briefly  the 
many  competing  forces  which  affect  my  ability  and  that  of  my  peers  in  nursing 

facilities  to  recruit  and  retain  nursing  personnel  at  all  levels   

registered  nurse  (RN),  licensed  practical  nurse  (LPN)  and  nursing  assistant.  , 

The  American  Nurses  Association  (ANA)  and  the  200,000  members  of  its  53 
state  and  territorial  nurses  associations  welcome  this  opportunity  to  testify 
about  the  effects  H.R.  1649  can  have  on  recruitment  and  retention  of  nursing 
personnel  employed  by  nursing  facilities.    This  Subcommittee  and  the  full 
Committee  have  worked  diligently  to  develop  standards  to  improve  the  quality 
of  care  in  nursing  facilities.    ANA  commends  Representative  Walgren  and  this 
Committee  for  its  continued  attention  to  nursing  facility  resident  care  and 
quality  improvement.    I  believe  nurses,  residents  and  families  welcome  the 
attention  and  intent  of  the  Nursing  Home  Reform  Act  provisions  of  the  Omnibus 
Budget  Reconciliation  Act  of  1987  (OBRA  87)  and  are  grateful  to  this  Committee 
for  that  significant  achievement.    We've  worked  diligently  with  this  Committee 
to  refine  that  legislation  and  are  working  toward  its  effective 
implementation. 
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This  Committee  is  well  aware,  too,  of  the  extent  and  detail  of  the 
nation's  nursing  shortage.    The  nursing  shortage  applies  primarily  to 
registered  nurses,  but  also  includes  licensed  practical  nurses  and  nursing 
assistants.    Turnover  rates  are  also  related  to  the  nursing  shortage.  The 
1986  Institute  of  Medicine  study  which  became  the  springboard  for  the  OBRA  87 
Nursing  Home  Reform  Act  documented  a  70-100  per  cent  turnover  rate  among 
nursing  assistants  in  nursing  homes.    In  some  parts  of  the  nation,  nursing 
assistants  are  still  paid  at  minimum  wage  with  limited  benefit  packages.  For 
reasons  related  both  to  the  shortage  and  to  the  employment  situation  of 
nursing  assistants,  we  are  very  pleased  that  this  bill  addresses  all  groups  of 
nursing  personnel . 

There  are  numerous,  good  sources  of  data  for  the  RN  nursing  shortage, 
especially  among  hospital  employees.    There  are  fewer  studies  of  vacancy  rates 
among  non-hospital  employers  of  nurses.    Very  little  data  exists  about  vacancy 
rates  among  LPN  positions  and  nursing  assistant  positions.    The  American 
Nurses  Association's  own  data  just  released  last  month  provides  survey 
responses  of  a  thousand  nursing  facilities  across  the  nation.    This  survey 
reported  an  18.9  per  cent  RN  vacancy  rate  among  nursing  facilities, 
significantly  greater  than  the  10.6  per  cent  RN  vacancy  rate  for  t,he  nation's 
hospitals,  as  exhibited  in  the  American  Hospital  Association  most  recent 
national  survey. 

Although  both  hospitals  and  nursing  facilities  are  very  diverse  in  their 
size,  structure  and  operations,  there  are  typically  fewer  management  and 
resident  care  options  available  to  nursing  facilities  to  deal  with  a  vacancy 
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rate  of  nearly  19  per  cent.    A  vacancy  rate  of  that  magnitude  cannot  be 
"managed  away"  by  manipulating  overtime,  shifting  scheduled  time  off,  delaying 
admissions  or  moving  personnel  from  other  departments  to  assist  in  non- 
resident care  tasks.    These  management  strategies  used  to  cope  with  the 
shortage  eventually  fail  to  achieve  desired  results. 

The  ANA  survey  of  nursing  homes  also  identified  resident  outcomes 
attributable  to  these  very  high  RN  vacancy  rates.    These  outcomes  included:  - 

-  reduced  quality  of  resident  care 

-  closing  beds  and  delayed  or  curtailed  admissions 

-  increased  time  to  recruit  RNs  to  fill  vacancies  (since  practicing 
nursing  in  facilities  which  have  personnel  shortages  is  not  viewed  as 
attractive  or  rewarding) 

-  heavier  work  load  on  remaining  staff  and  increased  overtime  (leading 
to  burn-out) 

-  increased  medication  errors  and  unobserved  medication  side  effects 

-  increased  falls  among  residents. 

These  findings  are  similar  to  those  in  the  literature  which  identify 
additional  outcomes  associated  with  inadequate  numbers  of  RNs: 

-  increased  resident  dependency  on  staff  (since  RNs  were  not  available 
to  direct  and  provide  restorative  and  rehabilitative  care  which  leads  to 
maximum  independence  in  eating,  dressing  and  toileting,  for  example) 

-  increased  use  of  psychotropic  drugs 

-  increased  incontinence  and  skin  care  problems 

-  increased  use  of  restraints 

-  increased  transfers  to  acute  care  hospitals. 
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It  is  clearly  in  the  best  interest  of  residents,  providers  and  insurers 
to  reduce  and  to  avoid  RN  vacancies,  as  well  as  vacancies  of  LPNs  and  nursing 
assistants. 

Responses  to  the  Shortage 

The  profession  of  nursing  has  responded  to  this  shortage  with  a  variety 
of  initiatives.    The  profession  has  the  highest  ever  RN  workforce 
participation.    Fully  80  per  cent  of  RNs  are  employed  in  nursing,  as  reported 
by  the  most  recent  data  from  the  U.S.  Public  Health  Service,  Division  of 
Nursing.    This  is  an  extremely  high  workforce  participation  compared  to  other 
predominately  female  professions.    Nursing  school  enrollments  are  now 
increasing,  reversing  a  downward  trend  over  the  past  few  years.  These 
outcomes  are  thanks  to  the  availability  of  education  funds  and  programs 
provided  through  the  Nurse  Education  Act  authorization.    However,  the  nursing 
shortage  is  continuing  and  the  long  term  balance  between  need  and  supply  of 
registered  nurses  remains  a  public  policy  concern. 

A  number  of  studies  have  recommended  improvements  in  salaries  and 
benefits  as  a  major  strategy  to  address  the  nursing  shortage,  especially  in 
nursing  facilities.    The  1988  final  report  of  a  joint  publication  of  the  U.S. 
Public  Health  Service,  Division  of  Nursing,  and  the  National  Center  for  Health 
Statistics  studied  more  than  30,000  hospital  RNs  and  2,600  RNs  who  worked  in 
nursing  homes.    The  report  compared  the  characteristics  and  concerns  of  RNs 
who  work  in  nursing  homes  with  those  of  RNs  in  other  employment  settings. 
Nurses  ranked  45  factors  in  terms  of  how  they  were  related  to  RN  retention  as 
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nursing  home  employees.    The  most  important  factors  in  this  very  large  study 
related  to  salary  and  benefits  provided  by  the  nursing  home  employer.  These 
factors  were  salary  and  several  salary-related  issues  such  as  increases  with 
merit  and  differential  increments  for  shift  and  holiday  work,  as  well  as 
health  insurance  and  retirement  plans. 

Another  report  is  the  December,  1989  set  of  recommendations  from  the 
Secretary's  Commission  on  Nursing.    This  report  discussed  the  inadequacy  of 
nurse  compensation  and  the  severe  wage  compression  characteristic  of  a  nurse's 
career.    The  Commission  recommended  increases  in  RN  relative  wages  targeted  to 
institutional  differences  (such  as  nursing  facility  versus  hospital),  as  well 
as  compensation  options  such  as  pay  ranges  based  on  experience,  performance, 
education  and  demonstrated  leadership.    The  Commission  also  reported  that  over 
the  years  in  which  the  National  Sample  Survey  of  Registered  Nurses  has  been 
conducted,  the  gap  has  widened  between  the  average  wage  of  nurses  working  full 
time  in  hospitals  and  the  average  wage  of  those  working  in  nursing  facilities. 
The  Commission  noted  that  retention  of  RNs  in  nursing  homes  is  substantially 
linked  to  salary.    One  year  retention  is  64.6  per  cent  for  those  nurses 
earning  under  $300  per  week,  compared  to  83  per  cent  retention  for  nurses 
earning  $500  or  more  per  week.    I  note  that  in  the  Pittsburgh  area,  hospitals 
provide  starting  salaries  for  RNs  which  are  significantly  greater  than  for  RNs 
in  nursing  facilities.    Hospitals  also  typically  provide  salary  increases  at 
three  months  and  six  months.    For  the  nursing  facilities  I'm  familiar  with, 
the  starting  salary  for  nursing  facility  RNs  is  at  the  same  time  the  maximum 
salary  for  that  RN  job  category.    In  other  words,  salary  ranges  are  VERY 
compressed  for  nursing  home  RNs. 
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The  nursing  facility  setting  has  many  barriers  to  implementation  of  the 
recommendations  from  multiple  studies  of  the  nursing  shortage.    Medicaid's  low 
reimbursement  rates  for  nursing  facility  care  makes  it  difficult  to  offer 
salaries  and  benefits  competitive  with  other  nursing  employers,  especially 
hospitals.    The  nursing  home  industry's  data  and  that  of  the  U.S.  Department 
of  Health  and  Human  Services  report  a  15  per  cent  to  35  per  cent  disparity 
between  salaries  of  nursing  home  nurses'  salaries  and  their  hospital 
counterparts. 

,  .      An  important  inference  about  the  significance  of  wage  parity  between 
nursing  facility  RNs  and  hospital  RNs  can  be  made  from  hospital-based  skilled 
nursing  facilities  and  the  experience  of  the  Department  of  Veterans  Affairs. 
There  are  more  than  1,000  skilled  nursing  facilities  across  the  country  which 
are  distinct  parts  of  hospitals,  often  located  in  the  same  building  or  on  the 
same  campus  complex  as  the  hospital  itself.    Typically  these  facilities 
provide  employees  the  same  salary  and  benefits  as  the  hospital.    It  is  our 
belief,  supported  by  anecdotal  data  and  a  quick  survey,  that  recruitment  and 
retention  of  nursing  personnel  in  those  hospital-based,  distinct  part 
facilities  is  no  worse  than  for  the  hospital  at  large.    That  is,  when  salaries 
and  benefits  are  the  same,  the  recruitment  and  retention  experience  of  skilled 
nursing  facilities  is  no  worse  than  that  of  the  adjacent  hospitals.    A  more 
easily  demonstrated  example  can  be  drawn  from  the  experience  of  119  nursing 
home  care  units  which  are  distinct  parts  of  some  of  the  nation's  172 
Department  of  Veterans  Administration  facilities.    There  also,  the  same  salary 
scales  and  benefits  apply  to  nursing  personnel  whether  employed  in  the  nursing 
home  care  unit  or  in  the  adjacent  V.A.  hospital.    It  is  our  best  information 
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that,  if  anything,  these  V.A.  nursing  home  care  units  have  slightly  better  RN 
recruitment  and  retention  experience  than  their  hospital  neighbors. 

H.R.  1649 

We  are  pleased  to  support  the  intent  of  this  bill.    We  expect  this  bill 
to  improve  the  recruitment  and  retention  capability  of  nursing  facilities.  We 
expect  that  this  bill  will  send  a  clear  message  to  nursing  home  staff  that 
"your  work  is  important  here".    We  believe  the  bill  will  send  a  clear  message 
to  nursing  home  residents  that  "your  life  is  important  here."    We  anticipate 
that  efforts  such  as  these  will  improve  labor-management  relations,  as  well  as 
consumer  concerns  regarding  good  faith  recruitment  and  retention  efforts  on 
the  part  of  nursing  facilities.    We  believe  this  bill  will  address  more  recent 
and  very  welcome  consumer  attention  to  the  plight  of  nursing  assistants  in 
nursing  facilities  who  are  too  often  the  nation's  most  dramatic  examples  of 
employees  whose  important  work  is  very  inadequately  matched  by  salary  and 
benefits. 

We  do  have  concerns  about  the  bill.    We  do  not  expect  this  bill  to  have 
an  impact  on  ensuring  high  quality  care  nor  adequate  restorative  and 
individualized  care  for  nursing  home  residents  since  the  bill  does  not  affect 
the  already  too-low  staffing  standards  which  are  not  adequate  even  for 
minimally  safe  care  in  this  era  of  sicker  residents  with  more  complex  needs. 
The  current  range  of  3.6  to  8.4  RNs  per  100  nursing  facility  residents  for  24 
hour  care,  seven  days  a  week  is  deplorable  (NCHS,  1988). 
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We  also  do  not  expect  the  bill  will  provide  incentives  to  attract  enough 
highly  qualified  RNs  to  nursing  home  employment.    The  results  are  just 
becoming  available  from  the  Robert  Wood  Johnson  Teaching  Nursing  Home  Project. 
In  those  eleven  demonstration  sites  across  the  country,  there  was  dramatic 
evidence  of  improved  resident  outcomes  subsequent  to  the  enrichment  of  nursing 
home  staff  by  nurse  clinicians  and  nurse  administrators  well  prepared  in 
gerontology.    This  bill  also  does  not  appear  to  address  the  salary  compression 
between  starting  nurse  salary  and  peak-of-career  salary. 

This  bill  will  not  address  issues  of  management  in  nursing  facilities. 
That  is,  nurses  make  choices  of  employment  based  on  perceived  leadership 
within  the  facility.    Taunton  and  others  at  the  University  of  Kansas  Medical 
Center,  School  of  Nursing,  are  studying  the  relationship  of  management  and 
leadership  behaviors  of  nursing  managers  and  the  subsequent  retention  of  RNs, 
nurse  productivity  and  selected  patient  outcomes.    Though  this  study  is 
examining  nurses  in  hospitals,  it  is  reasonable  to  infer  that  leadership  and 
management  in  nursing  homes  are  also  related  to  retention  and  resident 
outcomes.    When  nursing  facilities  are  experiencing  nursing  personnel 
shortages  and  the  numbers  of  highly  qualified  nurses  are  lacking,  even  the 
present  outstanding  and  heroic  dedication  from  nursing  facility  staff  will  not 
achieve  the  good  management  that  comes  with  adequate  numbers  of  registered 
nurses  well  prepared  in  gerontological  nursing  and  in  nursing  administration. 


This  bill  does  not  address  non-salary  benefits  of  an  employee 
compensation  package  which  are  crucial  tools  in  recruitment  and  retention. 
Since  the  current  work  force  of  RNs  employed  in  nursing  homes  is  somewhat 
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older  than  RNs  in  other  employment  settings,  salary  is  only  one  factor 
utilized  when  selecting  employment.    Whether  small  or  large,  a  nursing 
facility  may  not  offer  a  retirement  plan,  health  insurance  (or  health 
insurance  which  covers  families),  day  care  for  children,  tuition 
reimbursement,  paid  consultation  with  nurse  experts,  or  paid  registration  for 
continuing  education  conferences  as  well  as  paid  time  off  to  attend  those 
conferences.    The  bill's  provisions  do  not  appear  to  calculate  the  very 
difficult  to  quantify  characteristics  of  those  non-salary  benefits  which  we 
believe  are  significant  factors  in  recruitment  and  retention. 

Additionally,  it  is  not  clear  how  the  baseline  salary  data  will  be 
established.    Attention  needs  to  be  paid  to  this  to  avoid  gaming.    We  note 
that  there  are  no  penalty  provisions  in  the  bill  for  those  facilities  which  do 
not  demonstrate  that  they  used  the  proposed  pass  through  funds  for  enhancement 
of  wages  for  nursing  personnel.    It  is  not  clear  to  us  if  the  bill  has  a 
statutory  mandate  to  raise  nursing  personnel  wages  and,  if  so,  if  the  mandate 
is  to  raise  wages  to  the  community  rate  or  only  to  the  minimum  rate.    It  is 
not  clear  how  non-taxable  benefits  are  to  be  incorporated  in  the  calculation 
of  community  prevailing  wages  (tuition  reimbursament,  certain  retirement 
plans,  subsidized  day  care  and  others). 

We  have  recommendations  which  we  believe  will  enhance  the  bill.  We 
recommend  field  audits  and  desk  audits  on  a  regular  basis,  in  addition  to  a 
uniform  reporting  mechanism  which  could  be  incorporated  in  the  facility's 
annual  cost  report.    We  believe  the  bill  should  clearly  include  wage  pass 
through  for  all  RNs  involved  in  patient  care,  nursing  administration,  nursing 
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education  and  other  categories  of  utilization  within  the  Department  of 
Nursing.    Since  part  time  employment  is  an  option  which  is  attractive  to  many 
women  who  are  engaged  in  child  care  or  elder  care,  we  believe  the  community 
wage  comparability  calculations  should  address  part  time  employees  as  well. 

In  keeping  with  the  intent  of  this  legislation,  we  suggest  that  the 
Committee  consider  additional  incentives  to  achieve  the  aim  of  adequate 
numbers  of  well  qualified  nursing  personnel  in  nursing  facilities.  One 
incentive  which  this  Committee  could  explore  with  the  Ways  and  Means  Committee 
would  be  to  allow  an  exception  from  the  Social  Security  earnings  ceiling  for 
those  employees  currently  drawing  Social  Security  OASDI  who  also  work  in 
nursing  facilities  which  experience  difficulty  in  recruiting  and  retaining 
nursing  personnel.    We  believe  this  simple  strategy  will  be  beneficial  for 
nursing  personnel,  a  work  force  of  mostly  women  who  typically  have  had  a 
history  of  multiple  employers,  substantial  breaks  in  employment  for  child  and 
elder  care,  and  little  ar  no  pension  coverage  in  their  employment  history. 
Continued  employment  in  the  work  force  means  that  not  only  will  the  employees 
be  paying  taxes  and  accruing  additional  quarters  of  Social  Security  coverage, 
but  they  also  may  make  less  use  of  Medicare  for  health  care,  to  the  extent 
that  their  employer  provides  first  payor  health  care  coverage.    We  note  with 
pleasure  the  special  magic  that  happens  when  older  employees  themselves 
provide  care  to  the  residents  of  a  nursing  home.    When  that  happens,  there  is 
an  element  of  role  modeling  that  cannot  be  duplicated  by  younger  staff. 

We  recommend  that  the  wage  comparability  provisions  of  the  bill  clearly 
delineate  comparability  based  on  all  job  titles  of  registered  nurses.  That 
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ls, classifying  all  RNs  into  one  of  two  categories,  supervisory  or  staff,  does 
not  allow  for  a  Medicaid  pass  through  of  salaries  for  nurses  who  are 
gerontological  nurse  practitioners  or  clinical  nurse  specialists,  as  well  as 
staff  development  nurse  instructors  or  researchers.    Including  those 
categories  in  the  calculations  could  allow  for  pass  through  of  competitive 
salary  for  those  highly  skilled  individuals  whose  knowledge  when  implemented 
is  associated  with  better  resident  outcomes  and  more  cost-effective  resource 
utilization. 

Related  to  that  point,  we  suggest  that  since  wage  compression  is  such  a 
common  feature  of  nursing  facility  wage  scales,  that  the  salary  comparability 
provisions  of  the  bill  clearly  delineate  comparability  based  on  years  of 
related  experience,  education  and  demonstrated  competence  (such  as  national 
certification  of  excellence  in  practice),  just  as  hospital  salary  scales  are 
typically  structured. 

We  suggest  also  that  employers  provide  paid  continuing  education  courses 

for  pre-service  and  in-service  education  updates  on  medication  use,  new 

intervention  strategies  with  special  populations,  cardiopulmonary 
resuscitation,  and  so  on. 

In  closing,  we  are  pleased  to  see  this  approach  to  resolving  some 
dilemmas  in  nursing  facility  care.    We  believe  this  is  one  approach  which 
fulfills  the  Institute  of  Medicine's  major  recommendation: 

"  nursing  homes  should  place  their  highest  priority  on  the 

recruitment,  retention  and  support  of  adequate  numbers  of  professional 
nurses  who  are  trained  in  gerontology  and  geriatrics,  to  ensure  an 
adequate  number  and  appropriate  mix  of  professional  and  nonprofessional 
nursing  personnel  to  meet  the  needs  of  all  types  of  residents  in  each 
facility."  (lOM,  1986,  p.  103) 

Thank  you  for  this  opportunity  to  address  our  views.    We  are  grateful 
for  your  continuing  thoughtful  hard  work  toward  the  benefit  of  this  nation's 
nursing  facility  residents. 
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Mr.  Waxman.  Thank  you. 
Ms.  Sackman. 

STATEMENT  OF  KATHY  SACKMAN 

Ms.  Sackman.  I  am  Kathy  Sackman,  a  registered  nurse  in  the 
State  of  California  and  a  Vice  President  of  the  American  Federa- 
tion of  State,  County,  and  Municipal  Employees. 

As  cochairperson  of  the  United  Nurses  of  America,  I  speak  to 
you  today  on  behalf  of  over  40,000  nurses  and  over  60,000  nurse 
aides  represented  by  AFSCME. 

We  are  particularly  grateful  for  Representative  Walgren's  recog- 
nition of  the  crisis  in  nursing  facility  care. 

AFSCME  has  a  long  and  proud  history  of  fighting  for  the  rights 
of  nursing  home  workers.  In  1988,  our  union  in  conjunction  with 
the  Older  Women's  League  published  the  monograph,  ''Chronic 
Care  Workers:  Crisis  Among  Paid  Caregivers  of  the  Elderly."  I 
wish  to  submit  a  copy  of  that  publication  for  the  record. 

Mr.  Waxman.  Without  objection,  it  will  be  received  for  the 
record. 

Ms.  Sackman.  That  study  underscores  many  of  the  critical  issues 
this  committee  will  consider  as  it  examines  the  plight  of  nursing 
facility  residents  and  their  caregivers. 

AFSCME  has  achieved  pacesetting  results  for  nurses  and  nurse 
aide  members  alike  through  collective  bargaining.  For  example,  in 
the  most  recent  contract  negotiations  in  my  home  State,  the 
United  Nurses  Association  of  California  negotiated  contracts  with 
hospital  employers  which  introduced  a  unique  5/10/15  year  clinical 
ladder  system,  pilot  flexible  schedule  programs  guaranteeing  5- 
night  shifts  of  pay  for  4-night  shifts  of  work,  and  a  $25  hour  rate 
for  in-house  registry  nurses. 

Most  importantly,  we  negotiated  a  3  year  wage  package  which 
included  a  10  percent  increase  the  first  year  with  automatic  raises 
in  the  second  and  third  years  pegged  at  a  percentage  of  4  percent 
above  a  17-hospital  area  average.  In  effect,  we  have  already  imple- 
mented for  hospital-based  nurses  what,  Representative  Walgren  is 
proposing  for  nursing  facility  workers  in  H.R.  1649.  In  States  like 
New  York,  Pennsylvania,  and  Wisconsin  where  AFSCME  repre- 
sents large  numbers  of  nurse  aides,  we  also  have  greatly  improved 
the  living  and  working  standards  of  such  workers. 

If  we  could  extend  such  achievements  nationwide  for  nurses  and 
nurse  aides,  we  would.  But  our  success  in  contracts  around  the 
country  does  not  help  the  thousands  of  patients  and  workers  across 
this  country  whose  living  and  working  conditions  have  not  yet  been 
improved  by  collective  bargaining. 

Unfortunately,  the  vast  majority  of  nurses  and  nurse  aides,  espe- 
cially those  employed  in  nursing  facilities  remain  woefully  under- 
paid and  overworked. 

In  1985,  among  all  nurses,  the  average  general  duty  nurse  in  a 
nursing  facility  earned  between  $9.25  and  $10.60  per  hour,  while 
their  counterparts  in  a  hospital  setting  averaged  between  $11.12 
and  $12.14  per  hour,  or  roughly  17  percent  higher. 

Nurse  aides  are  squeezed  in  the  same  economic  vise.  The  differ- 
ential between  nurse  aides  working  in  nursing  facilities  and  hospi- 
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tals  averaged  nearly  36  percent,  or  a  difference  between  $4.10  and 
$5.04  per  hour  in  nursing  facilities  and  $6.38  to  $7.26  in  hospitals. 
Many  nurse  aides  made  far  less  than  that  average.  In  fact,  typical- 
ly, nearly  one  half  of  the  full  time  aides  and  two  thirds  of  the  part- 
time  aides  earned  less  than  the  average. 

Why  is  it  so  important  that  we  not  shortchange  nursing  facility 
care  in  the  United  States?  In  this  country  over  200,000  nurses  and 
500,000  nurse  aides  work  in  nursing  homes,  and  unless  we  address 
the  existing  crisis  among  paid  caregivers  for  the  elderly  and  infirm, 
we  are  inviting  scandals  and  warehousing  of  the  elderly  on  an  un- 
precedented scale. 

In  some  parts  of  the  country,  a  shortage  of  nurse  aides  is  grow- 
ing, even  as  the  need  for  services  rises.  The  U.S.  Department  of 
Labor  has  projected  that  the  nursing  facility  industry  will  need 
over  425,000  new  nursing  aides  by  the  year  2000.  At  the  same  time, 
aide  employment  in  hospitals  is  expected  to  decrease  by  60,000  po- 
sitions over  the  same  period.  Therefore,  over  time,  the  nursing  aide 
occupation  is  becoming  a  long-term  care  operation. 

Between  1981  and  1986,  average  RN  employment  in  nursing  fa- 
cilities increased  22  percent.  Surveys  completed  in  1987  suggest 
that  despite  these  increases  nursing  homes  sought  even  greater 
numbers  of  RN's. 

Shortages  of  nurses— both  RN's  and  LPN's— in  nursing  facilities 
are  expected  to  continue  based  on  cost  containment  pressures  rel- 
egating sicker  patients  to  nursing  facilities  and  on  overall  demand 
for  nursing  facility  services. 

How  can  we  affect  this  growing  crisis? 

Unions  like  AFSCME,  are  seeking  higher  wage  settlements  as 
well  as  bargaining  for  innovative  career/clinical  ladders  and  work 
schedules  as  well  as  child  care  and  educational  benefits. 

But  the  data  are  clear.  Without  soine  overall  economic  relief,  the 
crisis  of  retaining  quality  chronic  care  workers  will  only  deepen. 

It  is  apparent  that  the  current  Medicaid  policy  of  paying  ''rea- 
sonable and  adequate"  pay  rates  for  nursing  staff  is  not  adequate 
to  maintain  a  quality  workforce.  While  we  have  questions  regard- 
ing whether  the  new  minimum  nursing  facility  wage  rate  would  be 
mandatory  and  how  it  would  be  enforced,  we  believe  such  a  meas- 
ure would  help  alleviate  the  70  percent  to  100  percent  turnover 
rates  among  nursing  aides. 

Low  pay  is  a  major  reason  for  these  rates.  More  importantly,  in 
these  times  of  fiscal  austerity.  Congressman  Walgren's  area-wage 
concept  might  cost  less  than,  or  at  least  equal,  the  constant  addi- 
tional training  and  administrative  costs  associated  with  staff  turn- 
over. 

We  view  the  bill,  as  a  first  step.  AFSCME  is  committed  to  orga- 
nizing—through collective  bargaining,  community  action,  pubUc 
education,  and  further  research— so  that  subsequent  steps  will 
guarantee  that  nursing  facility  residents  and  their  caregivers 
obtain  the  quality  of  life  and  worklife  they  so  richly  deserve. 

Thank  you  for  your  attention  to  this  crisis. 

[Testimony  resumes  on  p.  110.] 

[The  prepared  statement  and  attachment  of  Ms.  Sackman  follow:] 
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Prepared  Statement  of  Kathy  Sackman,  International  Vice  President  of  the 
American  Federation  of  State,  County  and  Municipal  Employees 

Mr.  Chairman,  and  members  of  the  Committee,  I  am  Kathy  Sackman,  a  Regis- 
tered Nurse  in  the  State  of  California  and  a  Vice  President  of  the  American  Federa- 
tion of  State,  County  and  Municipal  Employees. 

As  cochairperson  of  the  United  Nurses  of  America,  I  speak  to  you  today  on  behalf 
of  over  40,000  nurses  and  over  60,000  nurse  aides  represented  by  AFSCME.  We  are 
particularly  grateful  for  Representative  Walgren's  recognition  of  the  crisis  in  nurs- 
ing facility  care. 

AFSCME  has  a  long  and  proud  history  of  fighting  for  the  rights  of  nursing  home 
workers.  In  1988,  our  union  in  conjunction  with  the  Older  Women's  League  pub- 
lished the  monograph,  ''Chronic  Care  Workers:  Crisis  Among  Paid  Caregivers  of  the 
Elderly."  (I  wish  to  submit  a  copy  of  that  publication  for  the  record).  That  study 
underscores  many  of  the  critical  issues  this  Committee  will  consider  as  it  examines 
the  plight  of  nursing  facility  residents  and  their  caregivers. 

AFSCME  has  achieved  pacesetting  results  for  nurses  and  nurse  aide  members 
alike  through  collective  bargaining.  For  example,  in  the  most  recent  contract  negoti- 
ations in  my  home  state,  the  United  Nurses  Associations  of  California  negotiated 
contracts  with  hospital  employers  which  introduced  a  unique  5/10/15  year  clinical 
ladder  system,  pilot  flexible  schedule  programs  guaranteeing  five  night  shifts  of  pay 
for  four  night  shifts  of  work  and  a  $25/hr.  rate  for  in-house  registry  nurses. 

Most  importantly,  we  negotiated  a  three  year  wage  package  which  included  a  10 
percent  increase  the  first  year  with  automatic  raises  in  the  second  and  third  years 
pegged  at  a  percentage  of  4  percent  above  a  17-hospital  area  average.  In  effect,  we 
have  already  implemented  for  hospital-based  nurses  what.  Representative  Walgren 
is  proposing  for  nursing  facility  workers  in  H.R.  1649.  In  States  like  New  York, 
Pennsylvania,  and  Wisconsin  where  AFSCME  represents  large  numbers  of  nurse 
aides,  we  also  have  greatly  improved  the  living  and  working  standards  of  such  work- 
ers. If  we  could  extend  such  achievements  nationwide  for  nurses  and  nurse  aides, 
we  would. 

But  our  success  in  contracts  around  the  country  does  not  help  the  thousands  of 
patients  and  workers  across  this  country  whose  living  and  working  conditions  have 
not  yet  been  improved  by  collective  bargaining. 

Unfortunately,  the  vast  majority  of  nurses  and  nurses  aides  especially  those  em- 
ployed in  nursing  facilities  remain  woefully  underpaid  and  overworked. 

In  1985,  among  all  nurses,  the  average  general  duty  nurse  in  a  nursing  facility 
earned  between  $9.25  and  $10.60  per  hour,  while  their  counterpart  in  a  hospital  set- 
ting averaged  between  $11.12  and  $12.14  per  hour,  or  roughly  17  percent  higher.^ 

Nurse  aides  are  squeezed  in  the  same  economic  vise.  The  differential  between 
nurse  aides  working  in  nursing  facilities  and  hospitals  averaged  nearly  36  percent, 
or  a  difference  of  between  $4.10  and  $5.04  per  hour  in  nursing  facilities  and  $6.38  to 
$7.26  in  hospitals. 2  A  survey  in  1985  indicated  that  nurse  aides  working  in  nursing 
facilities  on  average  made  $182/week,  or  roughly  $9,500/year.3  Many  nurse  aides 
made  far  less  than  that  average.  In  fact,  typically,  nearly  one-half  of  the  full  time 
aides  and  two  thirds  of  the  part-time  aides  earned  less  than  the  average.  In  1988, 
according  to  BLS  data,  janitors  and  file  clerks  earned  more  than  nurse  aides. 

Nurse  aides  have  also  lost  ground  against  inflation.  In  a  study  of  wages  in  female- 
dominated  and  male-dominated  occupations,  the  Census  Bureau  found  that  nursing 
aides  averaged  $3.98/hour  in  1979,  and  only  $3.91/hour  (in  1979  dollars)  by  1986.^ 
Until  the  minimum  wage  was  recently  raised,  many  nurse  aides  received  wages 
close  to  $3.35/hr.  Such  a  hourly  rate  in  1987  placed  an  aide  and  her  family  at  80 
percent  of  the  poverty  level.  Why  is  it  so  important  that  we  not  shortchange  nurs- 
ing facility  care  in  the  U.S.?  In  this  country  over  200,000  nurses  and  500,000  nurse 
aides  work  in  nursing  homes,  and  unless  we  address  the  existing  crisis  among  paid 
caregivers  for  the  elderly  and  infirm,  we  are  inviting  scandals  and  warehousing  of 
the  elderly  on  an  unprecedented  scale. 

In  some  parts  of  the  country,  a  shortage  of  nurse  aides  is  growing,  even  as  the 
need  for  services  rises.  A  report  issued  this  week  outlines  a  shortage  of  over  18  per-" 


1  Bureau  of  Labor  Statistics,  Industry  Wage  Survey:  Hospitals,  August,  1985  (Department  of 
Labor,  Washington,  D.C.),  p.2. 

2  Bureau  of  Labor  Statistics,  Industry  Wage  Survey:  Nursing  and  Personal  Care  Facilities, 
September  1985  (Department  of  Labor,  Washington,  D.C.  1987),  p.  2. 

3  Ibid. 

Male-Female  Differences  in  Work  Experience,  Occupation,  and  Earnings:  1984,  Current  Pop- 
ulation Reports,  P-70,  No.  10  (Census  Bureau,  1987)  Table  11. 
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cent  for  nurses  in  nursing  facilities.^  Most  observers  predict  a  far  more  serious 
worker  shortage  will  hit  nationwide  over  the  next  15  years. 

The  U.S.  Department  of  Labor  has  projected  that  the  nursing  facility  industry 
will  need  over  425,000  new  nursing  aides  by  the  year  2000.^  At  the  same  time,  aide 
employment  in  hospitals  is  expected  to  decrease  by  60,000  positions  over  the  same 
period.  Therefore,  over  time,  the  nursing  aide  occupation  is  gradually  becoming  a 
long  term  care  occupation. 

Between  1981  and  1986,  average  RN  employment  in  nursing  facilities  increased  22 
percent.'  Surveys  completed  in  1987  suggest  that  despite  these  increases  nursing 
homes  sought  even  greater  numbers  of  RNs.^  Shortages  of  nurses — both  RNs  and 
LPNs — in  nursing  facilities  are  expected  to  continue  based  on  cost  containment 
pressures  relegating  sicker  patients  to  nursing  facilities  and  on  overall  demand  for 
nursing  facility  services. 

How  can  we  affect  this  growing  crisis? 

Some  providers  are  utilizing  alternative  approaches  to  recruit  and  retain  staff, 
such  as  subsidizing  transportation,  educational  benefits,  and  child  care.  Unions  like 
AFSCME,  are  seeking  higher  wage  settlements  as  well  as  bargaining  for  innovative 
career/ clinical  ladders  and  work  schedules. 

But  the  data  is  clear.  Without  some  overall  economic  relief,  the  crisis  of  retaining 
quality  chronic  care  workers  will  only  deepen.  Thus  we  wholeheartedly  support  Con- 
gressman Walgren's  attempt  to  establish  a  prevailing  wage  rate  for  nursing  facility 
workers.  It  is  apparent  that  the  current  Medicaid  policy  of  paying  "reasonable  and 
adequate"  pay  rates  for  nursing  staff  is  not  adequate  to  maintain  a  quality  work- 
force. While  we  have  questions  regarding  whether  the  new  minimum  nursing  facili- 
ty wage  rate  would  be  mandatory  and  how  it  would  be  enforced,  we  believe  such  a 
measure  would  help  alleviate  the  70  percent  to  100  percent  turnover  rates  among 
nursing  aides. ^  Low  pay  is  a  major  reason  for  these  rates.  More  importantly,  in 
these  times  of  fiscal  austerity  Congressman  Walgren's  area-wage  concept  might  cost 
less  than  or  at  least  equal  the  constant  additional  training  and  administrative  costs 
associated  with  staff  turnover. 

We  view  this  bill,  as  a  first  step.  AFSCME  is  committed  to  organizing— through 
collective  bargaining,  community  action,  public  education,  and  further  research  so 
that  subsequent  steps  will  guarantee  that  nursing  facility  residents  and  their  care- 
givers obtain  the  quality  of  life  and  worklife  they  so  richly  deserve. 

Thank  you  for  your  attention  to  this  crisis. 


5  Medicine  and  Health,  Vol.  44,  No.  16  (July  1990). 

6  Bureau  of  Labor  Statistics,  National  Industry-Occupational  Matrix,  1986-20  p.  524;  and  Pro- 
jections 2000,  BLS  Bulletin  2302  (March  1988),  p.  51.  ^  „  c 

'  Secretary's  Commission  on  Nursing,  Final  Report,  Department  of  Health  and  Human  berv- 
ices,  December,  1988,  p.  3. 

^Ibid.  .      ,  ,  . 

9  Institute  of  Medicine,  Improving  the  Quality  of  Care  in  Nursing  Homes  (National  Academy 
Press,  1986),  p.  11  and  p.  90. 
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Chronic  Care  Workers: 

Crisis  Among  Paid  Caregivers 
of  the  Elderly 


Without  affordable  access  to  quality  long  term  care,  millions  of 
American  families  will  continue  to  face  severe  hardship 
when  confronting  the  need  for  such  care — the  grandparent  with  a 
broken  hip  or  Alzheimer's  disease;  the  spouse  who  suffers  a  stroke-, 
the  worker  in  the  prime  of  life  disabled  by  an  accident;  the  child 
with  cerebral  pcilsy. 

According  to  a  1987  poll  by  R.L.  Associates,  nearly  hcilf  of  all 
Americans  have  faced  the  long  term  care  issue  in  their  own  fami- 
lies and  another  20  percent  expect  to  face  the  issue  within  five 
years.  The  poll  also  revealed  that  most  Americans  agree  that  better 
quality  care  will  result  if  government  funding  allowed  nursing 
homes  to  pay  workers  higher  wages.  As  for  assistance  at  home, 
over  40  percent  of  those  surveyed  who  try  to  get  paid  help  at  home 
find  it  difficult  to  get  access  to  such  services. 

At  a  time  when  the  need  for  chronic  care  services  is  increasing, 
there  is  a  growing  shortage  of  adequately  trained  nursing  aides  and 
home  health  care  workers.  This  shortage  can  be  directly  linked  to 
the  woefully  inadequate  pay  and  fringe  benefits  offered  these 
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chronic  care  workers  and  to  the  adverse  working  conditions  in- 
cluding hours  of  work,  understaffing,  lack  of  training  and  absence 
of  promotional  opportunity. 

It  is  chronic  care  workers  and  not  doctors  and  nurses  who  pro- 
vide most  of  the  long  term  care,  yet  during  public  debate  on  health 
care  policy  they  are  often  ignored  as  a  key  element  to  ensure  suc- 
cess in  providing  an  adequate  supply  of  quality  care.  Therefore,  it 
is  in  die  interest  of  both  care  givers  and  receivers  that  the  workers 
who  feed,  bathe  and  dress  frail  elderly  and  disabled  individuals  re- 
ceive adequate  pay  and  benefits. 

Meeting  the  needs  of  those  who  must  receive  long  term  care  re- 
quires a  comprehensive  solution  to  the  problems  presented  in  this 
report.  In  this  report  we  document  the  plight  of  chronic  care  work- 
ers and  include  a  call  to  action  setting  forth  a  comprehensive  pro- 
gram to  meet  the  needs  of  long  term  care  recipients  and  care  givers 
alike. 

Chronic  care  workers  are  health  care  service  workers  in  long 
term  care  settings.  They  are  nursing  aides  and  home  health 
aides  who  provide  daily  care  to  frail,  chronically  ill  persons  in  nurs- 
ing homes  and  at  home. 

Numbering  about  1.5  million,  these  workers  are  nearly  all 
women — usually  middle-aged — and  include  a  disproportionate 
number  of  minorities.  They  receive  little  or  no  training  yet  care  for 
an  increasingly  sicker  and  disabled  population. 

Chronic  care  workers  are  employed  by  more  than  25.000  nurs- 
ing homes  and  about  12,000  home  health  agencies.  A  majority 
work  in  for-profit  institutions  and  agencies.  They  earn  low  wages — 
typically  at  or  near  the  minimum  wage — and  few  if  any  benefits.  A 
majority  are  their  family's  prime  wage  earner. 

Job  turnover  among  chronic  care  workers  is  high.  Among  the 
reasons:  low  pay,  poor  benefits,  inadequate  training,  stressful 
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working  conditions,  few  opportunities  to  advance,  and  low  status 
in  the  health  care  hierarchy. 

In  some  parts  of  the  country,  workers  are  in  short  supply,  and 
demand  is  expected  to  increase:  500,000  new  nursing  aides  and 
home  health  audes  will  be  employed  by  the  year  2000. 

But  wages  for  chronic  care  workers  are  not  likely  to  increase  rap- 
idly. Providers  are  under  growing  pressure  to  contain  costs,  while 
at  the  same  time  to  increase  staffing  levels  of  registered  nurses,  for 
which  there  is  an  even  greater  shortage. 

As  policy  makers  consider  comprehensive  long  term  Ccire  pro- 
grams, questions  of  adequate  staffing — ^with  equitably  compen- 
sated and  well-trained  caregivers — must  take  center  stage. 

Long  term  care  for  a  growing  elderly  population  is  one  of  the 
most  critical  aging  policy  issues  facing  the  United  States.  Many 
dimensions  of  this  issue  have  been  or  are  being  examined:  current 
and  projected  needs,  access  to  a  broad  spectrum  of  services,  qual- 
ity of  care,  cost  and  financing  mechanisms.' 

In  this  context,  the  needs  of  caregivers  have  come  to  public  at- 
tention in  recent  years.  Most  frail  and  disabled  older  persons  are 
not  in  nursing  homes,  but  live  at  home,  and  are  cared  for  by  unpaid 
family  members. 

Studies  have  documented  that  informal  caregivers  are  primarily 
women.  Day  after  day,  they  help  bathe,  feed,  dress,  and  toilet  fam- 
ily members  unable  to  do  these  "activities  of  daily  living"  inde- 
pendentiy.  They  change  the  sheets,  clean  house,  prepare  meals, 
do  laundry  and  all  the  other  daily  tasks  that  make  it  possible  for  the 
relative  to  remain  in  the  community.  They  meike  sure  medicine  is 
teiken,  give  enemas,  change  dressings,  and  monitor  health  prob- 
lems. 

The  care  they  give  is  not  "free."  Caregivers  pay  a  high  price — 
physical,  emotional,  cind  financial — for  the  services  they  provide. 
Policy  makers  and  service  providers  are  beginning  to  recognize 
and  address  the  needs  of  unpaid  caregivers,  through  respite  pro- 
grams, caregiver  support  groups,  adult  day  care,  information  and 
referred  programs.^ 

But  little  attention  has  been  focused  on  paid  caregivers  who  pro- 
vide the  same  daily  services.  In  low-wage  jobs  giving  care  deemed 
"custodial,"  they  are  the  backbone  of  the  nursing  home  and  home 
health  care  industry.  These  caregivers  too  are  overwhelmingly 
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women.  They  do  the  same  labor-intensive,  demanding  work  as  un- 
paid caregivers,  but  diey  do  it  for  (initially)  strangers,  not  family 
members.  They  work  in  the  same  settings  as  health  care  profes- 
sionals, with  none  of  the  recognition  or  status,  and  substantially 
fewer  benefits  and  lower  wages. 

The  focus  of  this  paper  is  "chronic  care  workers":  persons  who 
are  paid  to  provide  daily  care  to  frail,  chronically-ill  and  incapaci- 
tated individuals,  most  of  whom  are  elderly.  They  are  health-care 
service  workers  in  long-term  care  settings — ^in  nursing  homes  and 
related  facilities,  and  in  private  homes.' 

Their  job  tides  vary.  In  nursing  homes,  they  are  nursing  aides. 
(The  older  tide,  "nurse's  elide,"  is  singularly  inappropriate  in  this 
setting,  since  very  few  nurses  cu-e  involved  in  the  daily  care  of  res- 
idents). It  is  estimated  that  nursing  eudes  provide  up  to  90%  of  pa- 
tient care  in  nursing  homes.^ 

In  private  homes,  they  may  be  called  by  scores  of  different  tides; 
"home  health  aide"  is  used  here.  Although  there  are  very  distinct 
differences  in  working  conditions  between  those  who  provide  care 
in  the  home  and  those  who  work  in  nursing  homes,  their  role  amd 
status  as  chronic  care  workers  justifies  a  joint  examination. 

What  follows  is,  first,  a  summary  of  current  national  data  about 
nursing  home  aides  and  home  health  aides.  The  discussion  in- 
cludes, to  the  extent  available,  information  about  the  numbers  of 
these  workers,  who  they  are,  where  they  work,  and  their  hours, 
wages,  benefits,  and  training. 

The  second  part  of  the  paper  reviews  key  elements  contributing 
to  a  growing  crisis  among  paid  caregivers  of  the  elderly:  current 
shortages  of  workers,  to  which  high  turnover  contributes;  pro- 
jected demand  for  workers  over  the  next  1 5  years;  and  the  impact 
of  recent  public  policy  changes,  including  legislation  setting  mini- 
mum standards  for  trauning. 

Appended  is  a  chronic  care  workers  bill  of  rights  and  a  call  to  ac- 
tion for  advocates  concerned  about  equity  for  workers  in  health 
service  occupations  and  about  quality  long  term  care  for  the  na- 
tion's elderly. 

In  1986,  there  were  25,600  nursing  and  related  care  homes  in  the 
United  States,  with  a  total  of  1 .709.000  beds.^  Nursing  homes  are 
generally  grouped  by  ownership,  size,  and  type  of  certification/ 
licensure,  as  shown  in  Table  1 . 
Included  among  these  facilities  are  all  nursing  homes  certified 
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for  participation  in  Medicare/ Medicaid  (8,045  sliilled  nursing  facil- 
ities [SNFs]  and  5,375  intermediate  care  facilities  [ICFs]),  as  well  as 
2,968  uncertified  homes  that  are  licensed  or  provide  nursing  care. 

All  other  homes  are  classified  as  "residential  facilities."  The  lat- 
ter, though  numerous,  are  small  facilities  (such  cis  board  and  care 
homes,  personal  care  homes,  and  homes  for  the  aged).  They  have 
substantially  fewer  beds  and  lower  occupancy  rates  than  nursing 
homes. 


TABLE  1— Nursing  &  Related  Care  Homes  In  1986,  by  Selected 
Characteristics 


HOMES 

BEDS 

Average 
Bed  Size 

Numtier 

%  of  Total 

Numtjer 

%  of  Total 

ALL  HOMES 

25,646 

100% 

1.709,000 

100% 

67 

NURSING 

[16.388] 

[64%] 

[1,507,000] 

[88%] 

[92] 

IHOMES 

for-profit 

12.336 

48% 

1.079.000 

63% 

87 

non-profit 

3,263 

13% 

329,000 

19% 

101 

govemnnent 

789 

3% 

100,000 

6% 

126 

RESIDENTIAL 

[9,258] 

[36%] 

[202,000] 

[12%] 

[22] 

FACIUTIES 

for-profit 

7.887 

31% 

156,000 

9% 

20 

non-profit 

1,115 

4% 

39,000 

2% 

35 

government 

256 

1% 

7,000 

.5% 

27 

Source:  National  Center  for  Health  Statistics.  Advance  Data  No.  147.  Tables  3-4. 


The  vast  majority  (88%)  of  the  1.7  million  available  beds  are  in 
nursing  homes.  Most  nursing  homes  (75%)  are  for-profit  busi- 
nesses; these  nursing  homes  operate  nearly  72%  of  all  nursing 
home  beds. 

The  total  number  of  residents — as  distinct  ft-om  beds — in  these 
facilities  was  1 ,553.000  in  1 986;  persons  over  age  65  accounted  for 
90%  of  those  residing  in  nursing  homes. 


In  1 985  (the  most  recent  year  for  which  data  is  available),  nursing 
and  related  care  homes  employed  the  equivalent  of  1.2  million 
full-time  employees  [PTE].  (Thirty-five  hours  of  part-time  work  is 
considered  to  be  one  PTE).  Nursing  aides  were  the  largest  group 
providing  nursing  care  (500.000  PTE),  and  constituted  43%  of  all 
PTE  staff.^ 


6 


85 


For  every  1 00  beds,  on  average  the  facilities  employed  the  equiv- 
alent of  31  nursing  aides.  7  licensed  practical  nurses,  and  5  regis- 
tered nurses.  Residents  are  there  around  the  clock,  however,  while 
FTE  staff  figures  are  based  on  35  hour  weeks.  These  figures  trans- 
late to  an  average  of  about  6.5  aides.  1.5  LPNs  and  1  RN  for  every 
100  beds."  In  practice,  there  are  fewer  staff  on  the  night  shifts  and 
more  on  the  day  shifts. 


TABLE  2— Full-TIiiM  Equivalent  EmployMS  in  Nursing  and  FMatad 
HonM%198S 


Number 

%  Of  Total 

Rate  per  100  Beds 

TOTAL  FTE  STAFF 

1,160,000 

100% 

71.4 

Administrative, 

nrtedicai,  therapeutic 

89,000 

8% 

5.5 

Nursing 

RN 

83.000 

7% 

5.1 

LPN 

120,000 

10% 

7.4 

Aides 

501,000 

43% 

30.8 

All  other  staff 

366.000 

32% 

22.5 

Source:  National  Center  for  Heaim  Statistk»,  ^(h>ance  Doot.  1 

i 
1 

Two-thirds  of  all  FTE  aides/orderlies  were  in  for-profit  homes; 
nearly  all  (93%)  were  in  Medicare/ Medicaid  certified  homes.  The 
number  of  FTE  nursing  audes/orderlies  per  100  beds  varied  with 
the  type  and  location  of  the  nursing  home.  The  rate  was  highest  in 
skilled  nursing  facilities,  in  government  operated  homes,  and  in 
the  West;  it  was  lowest  in  uncertified  homes,  for-profit  institutions, 
those  with  fewer  than  50  beds,  emd  in  the  South.' 


The  staffing  patterns  described  above  denote  full-time  equiva- 
lent positions,  not  the  numbers  of  persons  filling  them.  Ac- 
cording to  the  Department  of  Labor,  in  1 986  there  were  1 .2  million 
individuals  working  cis  "nursing  aides,  orderlies  and  attendants. 
This  figure  includes  only  those  working  in  wage  or  salary  jobs,  and 
does  not  include  an  unknown  number  of  self-employed  aides. 
The  number  of  aides  employed  by  various  agencies  is  shown  in 
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1  TABLES— Numbw  an 

1 

d  Rats  of  PTE  Nursing  A 

■  «  

nOnM 

Mas  in  1985,  by  1Vps  of 

PTE  Nursing  Aides/ 
Orderlies 

Nunrit)er 

%  Of  Total 

Rate  per  100  Beds 

loiBi  r  1  e  Aiaes 

501,000 

100% 

30.8 

Ownership 

for-profit 

332.000 

66% 

&9.D 

non-profit 

122,000 

24% 

government 

47.000 

9% 

OO.f 

Certification 

SNF  only 

106,000 

21% 

34.5 

SNF  and  ICF 

240,000 

48% 

oo.  1 

ICF  only 

119,000 

24% 

29.2 

not  certified 

36.000 

7% 

19.4 

Number  of  beds 

fewer  ttian  50 

36.000 

7% 

23.5 

50-99 

141.000 

28% 

31.8 

100-199 

219.000 

44% 

31.1 

200  + 

106,000 

21% 

32.4 

Region 

Northeast 

113.000 

23% 

30.5 

Nortri  Central 

168.000 

33% 

31.6 

South 

145.000 

29% 

*  29.6 

West 

76.000 

15% 

32.5 

■ 

Soure*:  National  Center  for  H( 

Mith  Statistics, 

Advance  Data  No. 

131.  Table  5. 

TABLE  4— Emptoymsnt  of  Nursing  Aides,  Ordsriiss  and  Attendants 


#  of  persons 

%  of  total 

Total  Aides/orderlies/attendants 

1.205,000 

100.0% 

Nursing  and  personal  care  facilities 

530,000 

44.0% 

Hospitals 

368,000 

30.5% 

Goverr^ment 

93,000 

77% 

Private  households 

73,000 

6.1% 

Social  services — residential  care 

47,000 

3.9% 

Business  services — personnel  supply 

43,000 

3.6% 

Health  services-miscellaneous 

16,000 

1.4% 

Social  services-miscellaneous 

9,000 

.7% 

Education 

11,000 

.9% 

Other 

15,000 

1.2% 

Sourca:  Bureau  of  Labor  Statistics,  'tlationai  Industry-Occupational  Matrix.  i986-2a'  p.  524. 
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Table  4.  About  half  of  cill  nursing  aides  worked  in  nursing  homes 
(44%  plus  some  portion  of  those  working  for  "government"  cind  for 
"business  services-personnel  supply" — i.e..  temporary  agencies). 

Nursing  aides  are  overwhelmingly  women  (90%)  and  very  dis- 
proportionately minorities  (31%  Black  and  7%  Hispanic).  In  con- 
trast, in  1987  the  labor  force  as  a  whole  was  45%  female.  10% 
Black,  and  7%  Hispanic.  During  the  past  ten  years,  the  number  and 
proportion  of  women.  Blacks  and  Hispanics  who  work  as  nursing 
cudes  have  grown  steadily.'" 


TABLE  5— Nursing  Aides,  OntoiiiM,  Attendants 
Selected  Characteristics,  1977-1987 


Year 

Number  Employed 

WOMEN 

BLACK 

HISPANIC 

1987 

1,324,000 

90.4% 

30.8% 

6.6% 

1986 

1,299,000 

90.5% 

29.5 

5.0% 

1985 

1.242,000 

89.9% 

29.2 

4.9% 

1984 

1,235,000 

90.4% 

29.0 

4,9% 

1983 

1,269,000 

88.7% 

27.3 

4.7% 

1982 

1,136,000 

87.1% 

31 .3%" 

1981 

1,116,000 

86.6% 

28.3% 

1980 

1,093,000 

87.5% 

28.8% 

1979 

1,024,000 

87.5% 

30.6% 

1978 

1,037000 

87.0% 

27.6% 

1977 

1,008,000 

86.3% 

26.5% 

"designaled  "Black  and  other"  through  1982 


Source:  firnpfeyTnenr  and  Earrnings  VoK  25-35  (1978-1988). '^mptoyed  Persore 
Occupatioa  Sex  and  Race,'  Annual  Averages. 


On  a  national  basis,  very  little  up-to-date  demographic  informa- 
tion is  available  on  nursing  aides  who  work  in  nursing  homes. 
While  the  1985  National  Nursing  Home  Survey  collected  detailed 
information  about  registered  nurses  who  staff  nursing  homes,  sim- 
ilar questions  about  aides  were  dropped  from  the  draft  question- 
neure." 

Information  about  nursing  aides  weis  collected  in  the  1977  Na- 
tional Nursing  Home  Survey.  At  that  time,  there  were  345.000  full- 
time  and  118,000  part-time  aides  working  in  nursing  homes. 
About  5%  of  both  groups  were  contract  workers. 

As  a  group,  they  were  93%  female;  72%  were  white.  21%  Black. 
2%  Hispanic,  and  4%  other  races.  Their  average  age  was  34  years. 
One  third  had  less  than  12  years  of  education-.  44%  had  exacdy  12 
years;  21%  had  more  tiian  12  years. 

Full-time  workers  averaged  5.2  years  of  employment  experience 


9 


88 


as  nursing  aides,  with  an  average  of  3.2  years  on  the  current  job. 
Part-time  aides  had  an  average  of  4.8  years  total  nursing  aide  expe- 
rience.'^ 


In  a  Bureau  of  Labor  Statistics  study  of  nursing  home  workers  in 
22  metropolitan  areas,  the  typical  hourly  wage  for  a  full-time 
nursing  aide  was  between  $4.00  and  $5.00  per  hour  in  September, 
1985.  Part-time  aides  earned  less. 

The  average  hourly  rate  for  full-time  nursing  aides  reinged  from 
a  low  of  $3.65/hour  in  Houston  to  a  high  of  $8.87/hour  in  New  York 
City.  Table  6  ranks  the  22  cities  in  order  of  hourly  wage." 

These  wage  figures  constitute  the  average  for  the  location;  many 
aides  earn  less.  Typically,  nearly  one-half  of  the  full-time  aides  and 
two-thirds  of  the  part-time  aides  earned  less  than  the  average.  Out- 
side metropolitan  cireas,  wages  are  lower,  often  hovering  around 
the  minimum  wage.  In  general,  hourly  wages  were  higher  in  cities 
where  a  greater  proportion  of  workers  were  union  members 
and/or  where  a  greater  proportion  of  part-time  aides  worked. 

Medicaid  reimbursement  policies  are  also  a  strong  determinant 
of  nursing  home  worker  wages.  Medicaiid  pays  for  almost  half  the 
toteil  cost  of  nursing  home  care  in  the  U.S.  and  reimbursement 
rates  vary  from  state  to  state.  For  example,  state  Medicciid  rates  for 
care  in  a  skilled  nursing  facility  in  1986  ranged  from  a  low  of 
$32/day  in  Arkansas  to  over  $150/day  in  Alaska.'"  Because  labor 
costs  are  75%  of  total  costs,  wages  are  closely  linked  to  these  fig- 
ures. 

In  most  cities  surveyed,  three  out  of  four  full-time  employees 
worked  in  a  nursing  home  that  offered  sick  leave  benefits  and 
major  medicail  coverage;  fewer  than  one  in  four  was  in  a  nursing 
home  that  had  a  pension  plan.  But  this  data  should  not  be  inter- 
preted to  mean  employees  received  the  benefits,  or  that  they  were 
provided  at  no  charge.  The  study  did  not  probe  eligibility  require- 
ments, cost-sharing,  and  other  issues  that  affect  how  many  and 
which  employees  actually  receive  benefits.  For  example,  pension 
plans  cam  legally  exclude  categories  of  full-time  workers  and  can 
require  10  years  of  work  (5  years  after  Jan.  1989)  before  guaran- 
teeing the  right  to  a  pension.  Few  nursing  aides  qualify. 

The  1977  National  Nursing  Home  Survey  collected  benefit  infor- 
mation specific  to  nursing  aides  which  may  be  useful  for  compari- 
son. Among  full-time  aides,  80%  had  sick  leave  and  paid  vacations. 
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TABLE  6-Amg«  Hourly  WagM  of  RjJI-TInw  Nursing  AldM  in 
Nursing  Homos,  1965 


%  OF  HONPROfESSlONAi.  WORKCTS 


SITE 

AVERAGE 
HOURLY  WAGE* 

%  of 
PAflT-TlME 
AiOES 

under 
contr3ct  # 

in  j 

sick 
l8avB+ 

fniior 
nwUcai-^ 

fffer 

C0WSQ6-t- 

Houston 

$3.65 

10% 

5-9% 

64% 

53% 

12% 

Oaias 

$3.85 

9 

0 

40 

73 

11 

$3.85 

14 

15-19 

83 

93 

23 

Detroit 

$4.01 

25 

55-59 

78 

34 

14 

StLxwis 

$4.08 

20 

20-25 

71 

78 

30 

Kansas  City 

$4.10 

20 

10-14 

81 

61 

13 

Denver 

$4.19 

22 

5-9 

47 

50 

4 

Chicago 

$4.43 

20 

94 

49 

6 

Los  Angeies 

$4.51 

14 

5-9 

80 

55 

5 

Oeveiand 

$4.52 

30 

45-49 

85 

86 

31 

Baltimore 

$4.56 

34 

25-29 

90 

98 

23 

Seattle 

$4.68 

37 

5-9 

78 

91 

5 

Washvigton,  DC 

$4.68 

29 

20-24 

94 

100 

21 

mni 

$4.70 

6 

40-44  ' 

100 

55 

28 

Buffalo 

$4.77 

42 

55-59 

100 

84 

75 

rTMaoe^nia 

$438 

35 

45-49 

95 

93 

48 

M»waukee 

$5.04 

54 

25-29 

88 

97 

57 

San  Francisco 

$5.21 

23 

65-69 

97 

78 

18 

Oakland 

$5.30 

23 

50-54 

94 

36 

2 

Boston 

$5.36 

42 

5-9 

87 

94 

22 

Mna/St  Paul 

$6^7 

64 

35-39 

96 

95 

32 

New  York  City 

$8^ 

23 

90-94 

100 

98 

91 

*  exdudes  any  premiums  paid  for  ovenime.  weofcanda.  late  shifts 

#  proportion  of  non-prafesaxxuU  amptoyew  in  faoWes  wtwe  tha  maiority  are  covared  t>y  a 
labownanagamant  agreament 

+  preporMn  of  nofvprofMsonal  ampioyaes  in  facStias  wt>are  tha  banafit  is  offarad  (not 
nacaaaarily  to  at  ampioyaaa  and  not  nacaasanly  amptoyar-paid)  j 

Sourca:  BLS,  Industry  Wage  Suryey:  Nursing  and  Persona/  Care  Facmes  (1967).  T^ilaa  2-45  ' 
and4a 


46%  haul  health  insurance,  cind  19%  had  pension  coverage.  But  few 
part-time  workers  had  these  benefits;  15%  got  vacation/sick  leave. 
6%  had  heaUth  insurance,  and  2%  were  covered  by  a  pension." 

A  private  national  survey  of  about  1300  nursing  homes  showed 
that  the  median  hourly  wage  of  "not  certified"  nursing  aides  is  now 
less  them  the  wage  paid  to  food  service,  housekeeper  and  laundry 
aides  who  work  in  nursing  homes.'*  (Most  nursing  aides  are  not 
certified;  few  states  now  have  any  training  requirements).  As 
shown  in  Table  7,  between  1983  amd  1988.  the  hourly  pay  of  most 
nursing  aides  increased  from  $3.35  to  $4.32  (after  inflation.  2.5% 
each  yeau");  they  actually  earned  less  per  hour  in  1 988  than  in  1 986. 
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TABLE  7— Median  Hourly  Wag«  of  SoiecM  Nursing  Homo  Workors, 
1983-1988 


1983 

1984 

1985 

1986 

1987 

1988 

Nursing  Aide  (certified) 

$3.89 

4.27 

4.37 

4.58 

4.80 

5.01 

Nursing  Aide  (not  certified) 

3.35 

3.97 

3.94 

4.42 

4.56 

4.32 

Housekeeping/laundry  aide 

3.50 

4.08 

3.84 

4.50 

4.71 

4.70 

Food  SerVce  Aide 

3.95 

3.99 

4.10 

4.35 

4.51 

4.45 

Source:  1988  Nursing  Home  Saivy 

and  Bam 

»AsAaporr(HotpitaK 

ition  Service, 

February  1988).  ix. 


Whether  or  not  the  median  hourly  wage  of  nursing  audes  nation- 
wide has  dropped  in  the  past  two  years,  wages  have  cleeirly  not 
kept  pace  in  recent  years.  First,  Department  of  Labor  data  indicates 
that  wage  increcises  in  the  nursing  home  industry  have  not  kept  up 
with  service  industries  as  a  whole.  Across  cill  jobs  in  nursing 
homes,  full-time  pay  rose  from  3%  to  6%  annually  between  May, 
1981  and  September,  1985;  during  the  same  period,  wages  in  the 
entire  service  sector  increased  an  average  of  7%  each  year.'^ 

Second,  within  the  nursing  home  industry,  nursing  aides  have 
lost  ground  against  inflation.  In  a  study  of  wages  in  female- 
dominated  and  male-dominated  occupations,  the  Census  Bureau 
found  that  nursing  aides  averaged  $3.98/hour  in  1979,  and  only 
$3.91 /hour  (in  1979  dollars)  by  1986.'*  (In  general,  they  hypothe- 
sized and  found  that  working  in  an  occupation  with  a  high  propor- 
tion of  women  has  a  negative  effect  on  earnings). 

Finally,  tiiese  studies  use  average  hourly  wages.  A  very  signifi- 
cant portion  of  nursing  aides  earn  less.  Thousands  earn  the  mini- 
mum wage,  which  has  been  set  at  $3.35  since  1 98 1 .  Full-time  work 
at  minimum  wage  in  1981  yielded  an  income  at  the  poverty  level 
for  a  family  of  three;  by  1987,  the  full-time  eude  working  at  mini- 
mum wage  and  her  family  had  fallen  to  80%  of  the  poverty  level." 

i,j^.^iiiii|,jji|,iijL.i|JBi!B|, 


Home  health  agencies  provide  or  broker  services  ranging  from 
high  technology  medical  care — such  as  home  dialysis, 
chemotherapy,  and  tube  feeding — to  daily  personal  care,  food 
preparation  and  other  household  eissistance  that  enable  a  frail  or  ill 
person  to  live  at  home. 
The  home  health  care  industry  is  complex  and  diverse,  charac- 
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terized  by  rapid  recent  growth,  increased  corporatization.  uneven 
government  regulation,  and  fragmented  funding  and  service  deliv- 
ery meclianisms.  Home  care  has  aptly  been  described  "a  black 
box'  the  workings  of  which  are  largely  a  mystery.  "^^ 

In  1988.  there  are  between  11.000  and  12.000  home  health 
agencies  in  the  United  States.''  Only  about  half  of  them  have  been 
certified  for  reimbursement  under  Medicare/ Medicaid.  The  re- 
mainder are  licensed  and/or  regulated  in  varying  degrees  by  state 
governments  in  35  states." 

The  Public  Health  Service  has  not  collected  data  on  home  health 
care  that  is  comparable  to  its  National  Long  Term  Care  Survey  for 
institutional  care.  And  only  in  1 987  was  home  heeilth  care  included 
as  an  industry  under  the  Standard  Industry  Cleissification  system 
by  the  Bureau  of  Labor  Statistics. 

It  is  possible,  therefore,  to  describe  only  the  Medicare-certified 
agencies.  Prior  to  1980.  the  federeil  government  did  not  certify  for- 
profit  agencies  in  states  that  had  no  licensing  laws  (about  half 
didn't).  Most  home  health  service  providers  were  either  govern- 
ment agencies  or  the  traditional  Visiting  Nurse  Associations.  But 
when  legislative  changes  permitted  the  certification  of  for-profits 
regeirdless  of  state  licensure,  their  numbers  increeised  rapidly. 

The  number  of  these  Medicare-certified  agencies  by  type  for 
selected  years  since  1967  is  shown  in  Table  8.  Certified  for-profit 
agencies  have  increased  600%  since  1981 ;  certified  agencies  have 
doubled  since  1980." 


TABLE  8   MadtewCertWed  Honw  HmMi  AgmciM.  1967-1987, 


Agency  Type 
Visiting  Nurse  Assn.* 
Qovefnmont 
Hospitai-based** 
For-profit 
Private  norvijrofit 
other  # 
TOTAL 

•includes  combined  VNA/Health  Oept 
-Includes  an  unknown  number  of  for-profit  agencies 
#ttK»e  bated  in  rehabilitation  agencies  and  skilled  nursing  facilities 


March 

July 

July 

Dec. 

Dec. 

Change 

1967 

1981 

1984 

1985 

1987 

1967-87 

642 

570 

580 

573 

551 

-91 

939 

1.241 

1.231 

1.205 

1.073 

+  134 

133 

429 

691 

1,277 

1.439 

+  1.306 

0 

262 

1.255 

1.943 

1.846 

+  1,846 

0 

551 

719 

843 

766 

+  766 

39 

57 

208 

153 

110 

+  71 

1.753 

3.110 

4.684 

5.983 

5.785 

+  4,032 

Unlike  the  nursing  home  industry,  where  the  numerous  noncer- 
tified  and  unlicensed  facilities  serve  only  a  small  portion  of  the 
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total  number  of  residents  in  nursing  homes  and  related  facilities, 
noncertified  home  health  agencies  deliver  services  in  proportion  to 
their  numbers.  About  half  of  these  services  are  provided  by  non- 
certified  agencies. 


Without  the  kind  of  data  provided  by  Public  Health  Service  na- 
tional surveys  or  Department  of  Labor  industry  surveys, 
there  is  littie  nationwide  information  on  agency  staffing  patterns. 

Using  data  from  annual  surveys  of  Medicare-certified  agencies 
made  by  the  Health  Care  Financing  Administration,  the  industry 
trade  association  has  estimated  full-time  staff  equivalents.  Data  on 
salaried  staff  was  taken  directiy  from  the  surveys,  but  data  on  con- 
tract staff  was  based  on  salaried/contract  worker  ratios  from  1982, 
and  is  probably  considerably  underestimated.^ 


TABI^  9--«idarM  and  Conftri^ 


Estimated 


Salaried 

Contract 

Total 

%  of  Total 

TOTAL  FTE  Staff 

105^ 

25.600 

130.600 

100% 

Registered  nurses 

39,500 

1,700 

41,200 

32% 

Licensed  practical  nurses 

3,800 

200 

4,000 

3% 

Ptiysical  tfieraptsts 

6,200 

7.900 

14,100 

11% 

Occupational  therapists 

2.000 

1.800 

3.800 

3% 

Speech  ttierapists 

3.100 

6.200 

9.300 

7% 

Aides 

26,300 

7,300 

33,600 

26% 

other 

24,000 

500 

24.500 

19% 

Since  certified  agencies  are  more  likely  than  noncertified  agen- 
cies to  deliver  care  provided  by  RNs  and  other  professionals,  the 
latter  undoubtedly  have  a  higher  proportion  of  home  health  aide 
FTE  staff.  Virtually  no  data  about  noncertified  agencies  is  collected 
on  a  national  basis,  however. 


Z2 


With  littie  comprehensive  data  available  on  home  health  agen- 
cies, it  is  not  surprising  that  information  about  their  non- 
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professional  employees  is  sparse  at  best.  But  the  reason  is  not  only 
that  the  industry  as  a  whole  has  experienced  rapid  growth,  is  un- 
evenly regulated,  and  is  fragmented  among  various  agency  bases 
and  funding  sources.  The  problem  is  also  the  lack  of  a  single  com- 
monly accepted  occupational  title  to  name  these  chronic  care 
workers  who  work  in  the  hom.es  of  individuals. 

Scores  of  tides  have  been  used  to  describe  the  work  they  do. 
Some  examples  include:  homemaker-home  health  aide,  home 
care  worker,  homemaker,  home  health  aide,  personal  care  worker, 
home  attendant,  home  helper,  chore  worker,  family  care  worker, 
companion,  home  nursing  assistant,  independent  provider/ 
contractor,  home  help  support  worker." 

Confusion  about  job  titles  is  also  fostered  by  varied  funding 
mechanisms.  As  one  VNA  director  explained. 

The  home  health  aide  of  the  Medicare  program 
is  essentially  doing  the  same  tasks  as  the  home- 
maker  of  the  Tide  XX  programs,  and  the  same 
tasks  as  the  personal  care  aide  of  die  Medicaid 
program,  and  the  same  tasks  as  the  home  aide  in 
some  programs  for  the  aging. 

The  1980  Census  identified  292,000  "health  aides."  However, 
these  persons  constituted  a  residual  category  of  all  health  person- 
nel below  the  technical  level  (with  nursmg  aides  and  dental  assist- 
ants subtracted),  unrelated  to  any  specific  health  occupation.^ 

The  Bureau  of  Labor  Statistics  collects  data  on  the  occupation 
"home  health  aide"  (the  same  as  "homemaker-home  health  aide" 
in  the  Occupational  Outlook  Handbook).  In  1986,  there  were 
138,000  persons  in  tiiis  job  category."  But  local  studies  of  home 
care  workers  seem  to  indicate  that  this  national  figure  substantially 
underestimates  the  number  of  persons  actually  performing  the 
functions  of  home  health  aides. 

A  union  contract  was  recentiy  negotiated  on  behalf  of  about 
50,000  home  care  workers  in  New  York  City-,  anotiier  40.000  work- 
ers in  die  In-home  Supportive  Sen/ices  Program  in  Los  Angeles 
County  are  organizing. Obviously  these  two  jurisdictions  do  not 
account  for  more  dian  half  of  home  health  aides  in  the  country. 

Using  information  ft-om  a  survey  of  state  "individual  provider" 
programs  and  unpublished  BLS  data,  one  researcher  estimated 
that  d-iere  were  at  least  300,000  home  health  aides  in  the  United 
States." 
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In  the  absence  of  national  demographic  and  wage/benefit  data, 
research  is  beginning  to  document  on  a  city  or  county  basis  what 
is  known  anecdotally  about  home  health  aides.  For  example,  the 
majority  of  home  health  aides  interviewed  in  a  non-random  sam- 
ple in  New  York  City  were:" 

•  women  (99%);  Black  (70%)  and  Hispanic  (26%);  foreign-bom 
(46%) 

•  single,  i.e.,  widowed,  divorced,  or  never  married  (64%) 

•  middle-aged  (average  age  was  47) 

•  not  high  school  graduates  (64%) 

•  working  for  less  than  $  1 1 ,000  per  year  (90%);  median  family  in- 
come was  $8,000 

•  primary  support  of  family  (74%);  had  children  living  at  home 
(65%) 

•  without  health  insurance  (32%)  or  with  only  minimal  coverage 
(68%) 

•  having  difficulty  in  paying  bills  and  making  ends  meet  (85%) 

In  a  1987  survey  of  home  health  agencies  in  five  metropolitan 
areas  (Boston,  Milwaukee,  New  York  City,  San  Diego  and  Syra- 
cuse), researchers  generated  the  same  general  profile. 

Home  health  aides  at  the  sites  studied:  were  more  than  95%  fe- 
male; average  age,  45;  57%  single  and  60%  primary  providers;  very 
disproportionately  Black  (from  15%  in  Milwaukee  to  91%  in  Brook- 
lyn) eind  Hispanic  (up  to  39%,  in  San  Diego);  average  schooling, 
1 1.7  years;  average  wages,  $4.41  per  hour.  Over  75%  earned  less 
them  $10,000  annually;  few  had  employer-provided  health  insur- 
ance." Similcurly,  homecare  workers  in  Los  Angeles  are  predomi- 
nantly Black  emd  Hispanic  women,  middle-aged  and  older,  who 
are  all  paid  $3.72/hour,  and  receive  no  health  insurance,  pension 
benefits,  sick  leave  or  vacation  time." 

The  general  description  of  home  health  aides  as  overwhelmingly 
middle-aged  women,  who  are  not  necessarily  high  school  gradu- 
ates, and  who  genersilly  work  part-time  rather  than  full-time  was 
sketched  in  a  1977  study  of  aides  by  the  Administration  on  Aging. 
But  information  on  racial/ethnic  origins  and  on  wages  or  benefits 
was  not  included  in  the  report. 

The  National  Association  for  Home  Care  and  its  National  Home- 
Ceiring  Council  and  Foundation  for  Hospice  and  Homecare  is  a  final 
possible  source  of  data  on  wages  and  benefits.  However,  NAHC 
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conducts  only  executive  compensation  surveys.  But  an  article  in  a 
recent  issue  of  its  journal  states  that  the  average  starting  wage  in 
the  industry  now  ranges  between  $4.00  and  $4.25  per  hour.'* 

The  best  data  currentiy  available  confirms  the  image  of  chronic 
care  workers  as  midlife  women,  disproportionately  minorities, 
who  work  for  low  wages  cuid  few  benefits.  In  some  parts  of  the 
country,  a  shortage  of  workers  is  growing,  even  as  the  need  for  ser- 
vices increaises.  This  section  explores  a  set  of  issues  related  to  the 
growing  crisis  among  workers;  they  include  problems  associated 
with  the  recruitment  and  retention  of  workers  and  with  policy 
changes  affecting  the  nursing  home  cind  home  care  industries. 

A)  Recruitment  cmd  Retention 

Given  the  low  wages  and  benefits,  it  is  not  surprising  that  chronic 
care  workers  change  jobs  or  leave  \he  field  entirely.  Among  nursing 
home  workers,  nursing  aides  have  the  highest  turnover  rates,  rang- 
ing from  70%  to  100%  a  year;  it  is  not  uncommon  for  half  the  aides 
to  leave  their  jobs  within  the  first  six  months."  On  average  the  turn- 
over rate  is  60%  for  "paraprofessionals"  who  work  in  home  care; 
80%  to  90%  leave  within  two  years. 

There  are  many  reasons  why  chronic  care  workers  are  difficult  to 
recruit  and  retain.  The  most  fi-equentiy  cited  include: 

•  low  wages,  few  benefits;  for  workers  in  the  home,  lack  of  a  guar- 
anteed income  {i.e.,  guaranteed  number  of  hours) 

•  inadequate  training,  orientation  and  supervision 

•  no  pay  for  classroom  training 

•  no  upward  mobility,  few  smd  small  wage  increases 

•  stressful  working  conditions,  with  no  pay  adjustments  for  partic- 
ularly difficult  patients/families  and,  for  home  health  aides  in 
some  urban  areas,  dcingerous  neighborhoods  and  substandard 
housing 

•  no  allowance  for  uniforms  or  for  travel  between  and  with  pa- 
tients 

•  treatment  as  "second  class"  employees  by  the  agency  or  instiai- 
tion 

•  in  some  geographical  areas,  low  unemployment  and  competi- 
tion from  other  jobs  that  offer  better  pay.  benefits  and  work 
schedule,  with  less  worker  stress 
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Training  is  cited  as  a  problem:  by  chronic  care  workers,  who  feel 
they  are  not  adequately  trained  or  are  stressed  because  they  must 
train  others;  by  consumer  advocates,  who  see  training  as  a  critical 
element  in  the  provision  of  quality  care  in  nursing  homes  and  at 
home;  and  by  providers,  who  must  constantly  dead  with  recruit- 
ment, training  and  the  costs  associated  with  worker  turnover. 

Unfortunately  for  everyone,  trciining  is  eill  too  frequentiy  a  hit  or 
miss  operation.  More  than  thirty  states  have  no  requirement  for 
the  number  of  hours  of  trauning  required  for  nursing  audes  in  nurs- 
ing homes;  the  rest  have  requirements  varying  from  19  hours 
(Texas)  to  150  hours  (California)."  As  of  1986,  only  13  of  the  34 
states  with  home  health  licensure  laws  had  any  stated  require- 
ments for  the  duration  and  content  of  home  health  aide  training.'" 
Studies  of  how  training  works  in  practice  are  illuminating.  In  a 
1987  study  of  nursing  homes  in  Texas  using  personal  interviews 
with  nursing  aiides,  the  researcher  found  that  most  audes  had  no 
preparation  for  their  work  besides  on-the-job  training.  Mamy  of  the 
nursing  aiides  "reported  that  they  began  working  the  same  day  they 
were  interviewed  and  that  their  orientation  consisted  of  following 
another  aide."  This  "buddy  system"  was  the  most  commonly  used 
method  of  orientation,  and  created  conflicts  for  experienced  aides 
who  felt  diat  the  responsibility  to  train  other  aides  contributed  to 
patient  neglect.*' 

B)  Shortages  of  Chronic  Care  Workers 

Throughout  the  country,  acute  aind  long-term  headth  care  pro- 
viders have  felt  the  impact  of  a  shortage  of  nurses  that  is  criticaU  in 
many  places.*^  Less  attention  hais  been  directed  to  a  similau*  short- 
age of  non-licensed  personnel. 

Chronic  care  workers  are  in  extremely  short  supply  today  in 
some  areas,  most  notably  in  northeastern  states  (such  as  Maissa- 
chusetts)  and  in  the  west.  But  the  experience  of  these  geographical 
au-eas  portend  a  worker  shortage  that  will  hit  the  entire  country 
over  the  next  1 5  years. 

The  Department  of  Labor  projects  an  increase  of  425.000  new 
nursing  aides  by  the  year  2000,  as  detailed  in  Table  10.  If  demand 
is  particulairiy  high,  467,000  persons  will  work  as  nursing  audes,  or 
38%  more  thaui  at  present.  More  tham  90%  of  these  new  aiides  will 
be  needed  in  nursing  homes.  At  the  same  time,  aide  employment 
in  hospitals  will  drop  by  60,000  over  the  next  15  years.*'  Thus  the 
occupation  "nursing  aide"  is  becoming  a  long  term  cau-e  occupa- 
tion. 
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TABI^  10--ProJ«ct»d  Emptayimm  of  Nursing  Aides,  2000 


1986 


2000 


SfTE 

nursing  homes 
hospitals 
government 
private  households 
residentiai  care 
persormei  agendes 
other 
TOTAL 


1.205.000 


530.000 
368,000 
93,000 
73J0Q0 
47,000 
43.000 
51,000 


Number 


%  of  Total 


44% 
32% 
8% 
6% 
4% 
4% 
4% 
100% 


1.629,000 


917.000 
306.000 
108.000 
77,000 
77.000 
59,000 
85,000 


Numt?er 


%  of  Total 


56% 
19% 
7% 
5% 
5% 
4% 
5% 
100% 


(Soure*:  BLS,  National  btduatry-Occupadonal  Matrix,  1986-2000.  p.  524) 


The  Department  of  Labor  projects  that  home  health  aide  jobs 
will  increase  even  more  than  nursing  aide  positions,  rating  it 
among  the  fastest  growing  occupations  during  the  next  1 5  years. 
By  the  year  2000,  DOL  estimates  1 10,000  new  home  health  aide 
jobs — a  growth  rate  of  80%.** 

Where  will  these  new  workers  come  from?  The  trade  associa- 
tions for  nursing  home  and  home  health  providers  have  recently 
surveyed  their  members  concerning  current  personnel  shortages. 
The  American  Health  Care  Association  reported  that  more  than 
half  of  responding  nursing  homes  are  having  a  severe  (24%)  or 
moderate  (30%)  shortage  of  nursing  aides  in  1987.  Similarly,  the 
National  Association  for  Home  Care  found  that  half  of  responding 
home  care  providers  have  difficulty  recruiting  and  retaining  home 
health  aides.**  The  lack  of  available  home  care  staff  was  one  issue 
raised  by  opponents  of  the  Long  Term  Home  Care  bill  when  it  was 
defeated  in  the  House  of  Representatives  in  June."^ 

In  the  face  of  shortages,  a  few  providers  are  trying  varied  ap- 
proaches to  recruit  and  keep  staff,  such  as  subsidizing  tramspor- 
tation  and  child  care  or  developing  career  ladders  enhanced  with 
education  benefits.  Others  are  tapping  participants  in  welfare-to- 
work  training  programs. 

A  task  force  on  home  heailth  aide  shortages  in  Massachusetts — 
one  of  the  hardest  hit  states— concluded  that  a  "significant  in- 
crease in  the  hourly  rate"  was  needed  to  attract  new  workers."' 
How  many  providers  are  facing  the  essential  problem  of  low  wages 
and  inadequate  benefits  is  not  known.  Indeed,  some  providers  are 
finding  creative  ways  to  trade  off  wages  against  benefits.  One  com- 
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pany  with  nursing  homes  in  four  southern  states  offers  staff  the 
"handy  option"  of  salary  increases  for  every  benefit  they  choose  to 
forego,** 

Legislation  requiring  increases  in  the  minimum  wage  has  been 
opposed  by  the  American  Health  Care  Association  but  supported 
by  some  nursing  home  chains  that  believe  Medicaid  rates  will  be 
raised  to  cover  v/age  increases.  AHCA,  which  says  that  the  industry 
"employs  a  high  number  of  minimum  wage  workers,"  advocates 
that  states  be  required  to  increaise  Medicciid  reimbursement  rates 
to  reflect  increased  labor  costs  if  the  minimum  wage  is  increased."' 

Both  nursing  homes  and  home  health  agencies  are  turning  to 
temporary  agencies  to  supply  them  with  workers.  Accepted  by  the 
industry  in  the  past  for  their  "relatively  minor  and  useful  role," 
these  nursing  pools  are  now  seen  as  competitors  that  adversely  af- 
fect the  cost  and  quality  of  care.  A  Florida  study  found  that  the  rates 
the  temp  agencies  charged  for  pool  workers  were  double  the  wages 
and  benefits  that  nursing  homes  paid  to  their  regular  staff.  (How 
much  the  temp  agency  paid  its  pool  workers  is  not  known).  AHCA 
now  advocates  the  increased  regulation  of  nursing  pools  emd  the 
rates  they  can  charge.^ 

C)  Public  Policy  Changes 

Key  changes  in  public  policy  are  also  significant  factors  in  the 
crisis  among  chronic  care  workers.  At  the  top  of  the  list  are  the  cost 
control  efforts  of  the  past  five  years,  and  recently  enacted  legisla- 
tion to  promote  quality  in  nursing  home  and  home  health  care. 

•  Cost  Containment 

The  introduction  of  the  prospective  payment  system  under 
Medicare — in  which  hospitals  are  reimbursed  by  patient  diagnosis 
rather  than  for  services  provided — has  had  a  major  impact  on 
chronic  care  workers.  One  immediate  effect  was  to  make  it  finan- 
cially advantageous  for  hospitals  to  establish  home  care  programs; 
there  weis  a  marked  increase  in  such  agencies  after  the  institution 
of  the  prospective  payment  system.^'  Hospitals  also  had  an  incen- 
tive to  discharge  patients  as  soon  as  possible.  Subsequently  both 
nursing  homes  and  home  health  agencies  reported  sicker,  more 
disabled  patients. 

For  example,  a  survey  of  Medicare  home  health  agencies  by  the 
National  Association  for  Home  Care  found  that  a  majority  said  they 
were  serving  increased  numbers  of  sicker  patients.  At  the  same 
time,  they  faced  increased  denials  of  payment  as  a  result  of  HCFA 
attempts  to  restrict  eligiblity." 
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States  have  also  instituted  cost-containment  measures  under 
Medicaid,  which  pays  for  almost  half  the  total  costs  of  nursing 
home  care  in  the  U.S.  each  year.  By  changing  reimbursement  for- 
mulas, states  have  cut  payments  and  have  gready  limited  annual 
increases;  2%  increases  are  common,  and  some  providers  have  re- 
ceived no  increases  from  year  to  year.  With  labor  constituting 
nearly  75%  of  total  costs,  staffing  levels  and  worker  wages  and 
benefits  are  hit  hardest  by  these  restrictions. 

For  chronic  care  workers,  the  results  have  been  increased  work- 
loads, low  wage  increases,  pressure  for  greater  productivity,  and  in 
the  Ccise  of  home  care  workers,  the  fallout  from  uncertainty  over 
Mediccire  reimbursement. 

•  Quality  of  Care 

In  1987,  Congress  enacted  nursing  home  reform  legislation  (in- 
cluded in  PL  100-203).  One  provision  eliminates  tiie  distinction  be- 
tween skilled  nursing  facilities  and  intermediate  care  facilities.  An 
important  difference  between  these  designations  concerns  mini- 
mum staffing  requirements.  Skilled  nursing  facilities  must  have  an 
RN  Director  of  Nursing,  one  RN  on  the  day  shift  and  one  licensed 
nurse  (RN  or  LPN/LVN)  on  other  shifts;  intermediate  care  facilities 
must  have  an  RN  consultant  4  hrs/week,  and  one  licensed  nurse 
(RN  or  LPN/LVN)  on  the  day  shift.  In  1986,  fully  half  of  the  facilities 
certified  by  the  federal  government  did  not  meet  the  SNF  staffing 
standards."  As  of  October.  1990,  all  nursing  homes  participating  in 
either  Medicare  or  Medicaid  must  meet  them. 

Thousands  of  nursing  homes  will  need  to  hire  new  licensed  per- 
sonnel at  the  very  time  when  a  growing  shortage  of  nurses  is  creat- 
ing intense  competition  for  their  services.^  First  priority  for  im- 
provements in  wages  eind  benefits  is  thus  likely  to  be  directed  to 
RNs  and  LPNs  over  the  next  few  years. 

A  second  key  provision  establishes  trciining  standards  for  new 
nursing  aides,  who  must  have  a  minimum  of  75  hours  of  training 
during  the  first  four  months  of  employment,  after  which  they  must 
be  able  to  demonstrate  competency. 

As  the  training  standard  is  implemented,  it  may  benefit  many 
aides  through  upgraded  training  that  can  support  a  career  ladder, 
but  screen  out  others  who  have  difficulty  with  written  tests  or  who 
need  English  language  or  basic  literacy  as  a  requisite  for  classroom 
training. 

As  originally  enacted.  Congress  singled  out  nursing  aides  as  the 
only  group  of  nursing  home  employees  to  be  listed  in  new  state 
registries  of  persons  who  had  abused  or  neglected  patients.  The 
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registry  has  now  been  recast  in  positive  terms  as  a  listing  of  certi- 
fied aides,  and  requires  that  all  workers  guilty  of  abuse  or  neglect 
be  reported  to  the  appropriate  Board  or  registry.^ 


Chronic  care  workers  must  care  for  a  growing  number  of  increas- 
ingly disabled  and  dependent  persons.  They  are  working  for  agen- 
cies and  institutions  under  growing  pressure  to  increase  productiv- 
ity. They  face  new  training  cind  competency  requirements.  And 
most  work  for  low  wages  and  few  benefits,  which  is  unlikely  to 
change  soon. 

Those  aire  the  elements  of  the  crisis,  which  is  real  and  will  only 
get  worse.  The  burdens  of  cost  containment  Ccinnot  be  borne 
largely  by  an  exploited  female  workforce.  As  comprehensive  long 
term  care  programs  are  debated,  questions  of  financing  and  reim- 
bursement are  not  the  only  issues.  Service  delivery  is  a  centred  is- 
sue: who  will  provide  daily  care?  how  will  they  be  recruited, 
trained,  retained?  That  will  require  the  development  of  a  new 
model  of  care. 

Nursing  aides  and  home  health  aides  are  oppressed  by  the  acute 
medical  model  that  still  dominates  long-term  care  services,  as  the 
"skilled"  and  "custodial"  categories  of  care  spawned  by  Medicare 
lock  them  into  underclass  status. 

What  constitutes  "skilled"  care?  In  what  sense  are  nursing  aides 
and  home  health  aides  NOT  skilled  workers?  Are  they  workers 
without  skills? 

Chronic  care  workers  aren't  the  only  ones  who  ask  these  ques- 
tions. An  RN  cites  the  nursing  home  patient  who  observed,  "If  you 
stick  a  [feeding]  tube  down  someone's  nose,  that's  skilled  care-,  if 
you  feed  him  and  plead  with  him  cind  coax  him  to  eat,  which  takes 
ten  times  as  long,  that's  not  skilled."** 

Or  is  the  real  issue  the  disdain  in  which  caregiving  and  nurturing 
is  held?  Since  "cinyone  can  do  it"  is  the  general  perception  and 
those  who  do  are  nearly  all  women,  the  work  is  not  truly  valued.  In 
contemporary  American  society,  that  means  it  is  not  vcilued  eco- 
nomically; low  compensation  is  the  norm." 

Chronic  care  workers  and  their  advocates  are  responding  to 
these  pressures  by  organizing — through  union  activities,  research, 
public  education,  and  community  projects — to  insure  both  the 
quality  of  chronic  care  and  the  quality  of  worklife  for  paid  Ccire- 
givers. 
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Chronic  Care  Worker  Bill  of  Rights 

As  a  person  providing  daily  personal  care  to  chronically  ill  and  dis- 
abled individuals  in  their  homes  or  in  a  nursing  home,  I  have  the 
right  to: 

(1)  a  fair  hourly  wage  that  allows  me  and  my  family  to  live  with 
dignity;  overtime  pay;  shift  differentials  for  night/weekend/ 
holiday/24-hour  care;  in  addition,  as  a  home  care  worker,  a 
differential  for  care  of  more  than  one  person  in  the  same 
household  and  for  complex  cases;  paid  travel  between  clients 
during  the  day;  and  a  guaranteed  number  of  hours  of  work 
each  week; 

(2)  the  kinds  of  benefits  most  workers  take  for  granted:  rest 
break,  lunch  break,  sick  leave,  paid  vacations  and  holidays 
(pro-rated  for  part-timers);  comprehensive  health  insurance 
(with  family  coverage  as  an  option)  and  a  retirement  plan/ 
pension; 

(3)  be  free  of  pressure  to  work  double  shifts,  around  the  clock, 
and  more  than  40  hours  per  week  if  I  am  unable  or  unwilling 

to  do  SO; 

(4)  adequate  staffing,  equipment,  supplies,  and  time  needed  to 
meet  my  responsibilities  to  the  persons  I  care  for; 

(5)  appropriate  paid  training  that  meets  federal  and  state  re- 
quirements and  prepares  me  to  do  my  job  (including  infor- 
mation about  the  needs  of  special  groups,  such  as  persons 
who  are  dying,  persons  with  Alzheimer's  disease,  AIDS,  or 
mental  health  problems,  and — especially  as  a  home  care 
worker — a  full  orientation  to  new  clients); 

(6)  in-service  training  and  continuing  education  courses  to  in- 
crease my  skills;  opportunities  to  climb  a  career  ladder  (for 
example,  paid  release  time  and  allowances  for  educational 
expenses); 

(7)  adequate  on-the-job  supervision  that  helps  me  identify  any 
weaknesses  and  recognizes  my  strengths  as  a  chronic  care 
worker;  two-way  communication  with  my  supervisor  and  the 
agency/ insitution  for  which  I  work; 
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(8)  information  about  my  responsibilities,  role  cmd  tasks — ^which 
the  agency  makes  clear  to  me.  the  persons  I  care  for,  and  their 
families; 

(9)  forms  of  support  that  give  me  the  opportunity  to  meet  with 
other  workers  to  talk  over  common  problems  and  how  to  deal 
with  them;  and 

(10)  be  counted  as  a  valued  member  of  the  nursing  home  or  home 
caie  team  (for  example,  to  be  included  in  staff  meetings  and 
patient  care  conferences,  to  be  issued  a  name  tag  and  uni- 
forms). 

Chronic  Care  Workers:  A  Call  to  Action 

Chronic  care  workers  and  their  advocates  pledge  their  commit- 
ment and  ui^e  others  to  support  the  following  actions: 

•  Advocate  passage  of  federal  legislation  increasing  the  minimum 
wage,  requiring  employers  to  provide  basic  health  coverage  to 
all  workers  and  pro-rata  benefits  to  part-time  workers. 

•  Develop  public  education  campaigns  designed  to: 

— find  out  what  the  general  public  knows  about  chronic  care 
workers  (using,  for  excimple,  a  national  poll  or  focus  groups) 
and  what  they  consider  a  reasonable  wage  they  would  expect 
to  pay  if  they  needed  help 

— increase  awareness  of  chronic  care  workers'  wages,  benefits 
and  working  conditions  (perhaps  through  public  service 
announcements — ^" Let's  take  care  of  caregivers"). 

•  Advocate  a  long-term  care  policy  that  is  universally  available  to 
all  Americans  and  addresses  the  working  conditions  of  chronic 
Ccire  workers. 

•  Monitor  the  implementation  of  federail  nursing  home  reform  leg- 
islation cind  advocate  nursing  elides'  concerns. 

•  Develop  and  advocate  a  reseau-ch  agenda,  including  such  topics 
as: 

— data  collection  on  the  home  heailth  industry,  especially  non- 
certified  groups 
— pay  equity  studies  of  health  care  service  workers 
— demographic  research  on  chronic  caire  workers 
— studies  of  the  health  and  disability  of  workers 
— special  needs  of  immigrant  women  who  are  chronic  care 
.  workers. 
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•  Advocate  that  detailed  information  on  nursing  aides  be  included 
in  the  1990  National  Nursing  Home  Survey-,  that  the  Public 
Health  Service's  Bureau  of  Nursing  include  nursing  and  home 
health  aides  within  its  range  of  concerns. 

•  Develop  model  state  legislation  and  regulatory  actions  that  ad- 
dress the  wages,  benefits,  and  working  conditions  of  chronic 
care  workers  who  are  paid  with  state  funds;  develop  model  state 
bills  aimed  at  licensing  cind  regulating  all  home  health  agencies. 

•  Undertake  special  education  and  advocacy  efforts  targeting  key 
groups: 

— eiging  advocates,  who  are  natural  allies  in  the  quest  to  improve 
quality  of  caie  by  improving  wages,  benefits  and  treiining 

— ^women's  orgamizations,  who  are  concerned  about  Cciregiving, 
pay  equity  and  women  in  service  industry  jobs 

— unions,  civil  rights,  church  and  other  groups  that  work  for  so- 
cial justice  and  cire  concerned  about  worker  exploitation  and 
the  status  of  minorities. 

•  Develop  a  model  prograim  for  organizing  and  coalition  building 
at  the  local  level,  that  would  bring  together  workers,  aging  and 
women's  group  advocates,  and  others  concerned  about  long- 
term  care  and  chronic  care  workers. 

•  Explore  areas  of  mutual  concern  between  chronic  care  workers 
and  provider  groups  (particularly  non-profit  agencies  and  insti- 
tutions), developing  shared  actions  around  such  issues  as  fed- 
eral cost-contciinment  efforts. 


The  author  thanks  many  of  the  persons  whose  work  is 
cited  here  who,  along  with  other  individuals,  shared 
information  and  ideas.  Special  thanks  to  William 
Wilkinson,  on  AFSCME  Research  staff,  for  bibliographic 
searches  and  other  reference  help,  and  to  Carol  Regan. 
AFSCME  public  policy  staff. 
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Mr.  Waxman.  Thank  you  for  your  testimony. 
Mr.  August. 

STATEMENT  OF  JOHN  AUGUST 

Mr.  August.  I  am  John  August,  president  of  District  1199P,  of 
the  Service  Employees  International  Union  in  Pennsylvania.  I  also 
serve  the  union's  health  care  division  board. 

On  behalf  of  our  union's  933,000  members,  I  thank  you,  Mr. 
Chairman,  for  the  opportunity  to  testify  on  the  current  legislative 
effort  to  improve  the  wages,  benefits,  and  working  lives  of  nursing 
'  home  workers. 

%  The  majority  of  our  nursing  home  members  are  the  registered 

and  licensed  practical  nurses  and  nurse  aides  who  provide  the  bulk 
of  direct  patient  care  and  who  are  among  the  most  undervalued 
caregivers  in  the  health  care  system. 

Reform  of  the  Medicaid  reimbursement  system  is  long  overdue. 
/  As  the  largest  purchaser  of  nursing  home  services.  Medicaid  poli- 
cies directly  affect  compensation  practices. 

Unfortunately,  Medicaid  payments  are  inadequate  to  finance 
wages,  staffing,  and  patient  care.  Moreover,  aggressive  Federal  cost 
containment  policies  and  shrinking  State  budgets  are  prompting 
States  to  cut  Medicaid  outlays.  In  response,  nursing  homeowners 
squeeze  labor  costs  which  are  80  percent  of  operating  expenses. 

Workers  bear  the  brunt  of  Medicaid  cutbacks.  Women  and  men 
who  work  in  nursing  homes  are  among  the  worst  paid  in  the  econo- 
my. The  average  wage  of  nursing  home  worker  employed  year 
round  is  below  the  Federal  poverty  level  for  a  family  of  four.  Nurse 
aides  are  even  worse  off.  They  often  start  at  the  minimum  wage. 

We  believe  in  the  union  that  engaging  in  collective  bargaining  is 
our  most  important  work.  But  we  are  here  to  say  that  collective 
bargaining  is  not  going  to  fix  this. 

Our  members  would  rather  serve  than  strike.  But  I  want  to  tell 
you  that  in  the  last  6  months,  we  have  negotiated  21  contracts  in 
nursing  homes  in  Pennsylvania.  Every  one  went  down  to  the  wire; 
every  one. 

Nursing  home  workers  typically  lack  even  basic  benefits  such  as 
health  insurance  and  pension  plans.  Many  can't  afford  the  employ- 
ers' health  plan  because  of  high  monthly  payments  for  family  cov- 
erage and  heavy  upfront  deductibles. 

Even  though  nursing  home  wages  have  not  kept  pace  with  infla- 
tion, spending  for  nursing  home  care  has  risen  at  two  to  three 
times  the  general  rate  of  inflation.  Of  the  billions  of  dollars  pour- 
ing into  the  nursing  home  industry  each  year,  little  flows  to  im- 
'  provements  in  wages  and  benefits.  Nursing  home  pay  lags  far 

behind  the  hospital  sector. 

Wide  gaps  exist  for  every  profession.  In  Pittsburgh,  Congressman 
Walgren,  a  typical  hospital  nurse  aide  will  make  $8  an  hour,  but  a 
nursing  home  nurses'  aide  will  make  between  $4  and  $5. 

An  LPN  employed  by  a  hospital  can  expect  to  earn  20  to  30  per- 
cent more  than  one  employed  by  a  nursing  home.  Hospital  aides 
earn  60  percent  more  than  their  nursing  home  counterparts. 

Defunding  of  Medicaid  at  the  Federal  and  State  levels  has  cre- 
ated a  labor  market  crisis.  The  RN  vacancy  rate  of  registered 
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nurses  is  double  the  rate  reported  by  acute  care  hospitals.  We 
think  the  shortage  of  nurses  in  nursing  homes  may  be  more  critical 
than  for  hospitals.  Vacancy  rates  for  LPN's  and  nurse  aides  are  ex- 
cessive. 

With  staff  shortages  come  astronomical  turnover  rates.  In  a  year, 
the  typical  nursing  home  may  see  50  to  100  percent  turnover 
among  nurses  and  100  to  200  percent  turnover  among  nurse  aides. 

We  also  want  to  point  out  that  in  a  1990  study  by  the  Bureau  of 
Labor  Statistics  on  occupational  injury,  it  was  determined  that 
nursing  home  workers  are  injured  twice  as  much  as  hospital  work- 
ers. There  is  also  a  direct  correlation  between  the  high  turnover 
and  high  incidents  of  injury  in  that  report.  Nursing  homes,  unless 
they  are  able  to  compete  in  the  broader  health  care  labor  market, 
will  continue  to  lose  experienced  staff. 

SEIU  believes  security  and  parity  with  hospital  workers  would 
go  a  long  way  towards  relieving  the  labor  crisis.  One  example  is  in 
Connecticut,  where  reimbursement  policy  is  provided  for  increased 
wages  and  where  some  nursing  home  workers  make  $9  or  $10  an 
hour.  Connecticut's  turnover  rate  is  among  the  lowest  in  the  coun- 
try. At  the  other  extreme,  Texas,  where  the  average  wage  is  well 
under  $4  an  hour,  annual  turnover  rates  exceed  250  percent.  Con- 
necticut is  the  exception  to  the  rule. 

Congress  has  taken  a  number  of  significant  steps  to  improve  con- 
ditions in  the  nursing  home  industry.  The  OBRA  1987  nursing 
home  training  standards  were  an  important  first  step  towards  im- 
proving the  quality  of  health  care. 

H.R.  1649  takes  the  second  step  to  address  the  issue  of  fair  wages 
and  benefits.  It  will  provide  the  missing  link  between  training  and 
higher,  improved  wages.  SEIU  applauds  H.R.  1649's  requirement 
for  federally  mandated  minimum  nursing  home  wage  and  benefit 
standards. 

But  we  believe  the  bill's  approach  to  enforcement  and  account- 
ability must  be  strengthened.  Our  attempts  to  provide  high  quality 
care  may  be  doomed  until  we  address  the  key  issue  of  staffing. 

I  wish  to  thank  you  for  this  opportunity  to  testify.  I  am  happy  to 
answer  any  questions  you  may  have. 

[The  prepared  statement  of  Mr.  August  follows:] 

Prepared  Statement  of  John  August,  President,  Service  Employees 
International  Union 

I  am  John  August,  President,  of  District  1199P  of  the  Service  Employees  Interna- 
tional Union  in  Pennsylvania.  I  also  serve  on  the  union's  Health  Care  Division 
Board. 

On  behalf  of  our  union's  933,000  members,  I  thank  you,  Mr.  Chairman,  for  the 
opportunity  to  testify  on  the  current  legislative  effort  to  improve  the  wages,  bene- 
fits, and  working  lives  of  nursing  home  workers. 

The  Service  Employees  International  Union  is  the  largest  health  care  union  in 
the  United  States,  representing  nearly  400,000  health  care  workers,  including  74,000 
registered  and  licensed  practical  nurses  and  nearly  100,000  nursing  home  workers. 

The  majority  of  our  nursing  home  members  are  the  registered  and  licensed  practi- 
cal nurses  and  nurse  aides  who  provide  the  bulk  of  direct  patient  care  and  who  are 
among  the  most  undervalued  care  givers  in  the  health  care  system. 

As  the  single  largest  purchaser  of  nursing  home  services.  Medicaid  paynient  poli- 
cies clearly  influence  nursing  home  operators  decisions  on  the  number  and  type  of 
staff,  on  the  wage  and  benefit  levels  paid  to  staff,  as  well  as  on  the  aniount  and 
quality  of  food,  supplies,  equipment,  and  other  resources  to  be  purchased.  Halt  ot 
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the  industry's  revenues,  paying  for  part  or  all  of  the  care  of  about  two-thirds  of 
nursing  home  residents,  comes  from  Medicaid. 

Although  Medicaid  payments  are  the  major  support  of  the  industry,  often  rates 
are  far  below  those  necessary  to  finance  adequate  wages,  staffing,  and  patient  care. 
Moreover,  aggressive  federal  cost  containment  policies  and  worsening  fiscal  situa- 
tions in  the  states  are  prompting  states  to  cut  their  expenditures  for  Medicaid.  In 
response,  nursing  home  owners  tighten  the  squeeze  on  their  operating  expenses — 80 
percent  of  which  are  labor  costs. 

As  a  result,  nursing  home  workers  are  bearing  the  brunt  of  Medicaid  restrictions. 

Wages:  The  women  and  men  who  work  in  nursing  homes  are  among  the  worst 
paid  in  the  economy.  The  average  wage  in  the  nursing  home  industry  of  a  worker 
employed  year-round  is  $11,263,  which  is  below  the  federal  poverty  level  for  a  family 
of  four.  Nurse  aides,  who  comprise  42  percent  of  all  nursing  home  workers,  are  even 
worse  off.  Nationally,  a  nurse  aide  in  a  nursing  home  averages  $5.07  per  hour.  An 
aide's  starting  salary  is  often  the  minimum  wage. 

Recent  trends  have  not  shown  any  improvements  in  these  wage  levels.  In  fact, 
nursing  home  workers'  standard  of  living  actually  declined  between  1978  and  1988, 
as  wage  increases  failed  to  keep  pace  with  inflation.  The  average  hourly  wage  in  the 
nursing  home  industry,  after  adjusting  for  inflation,  decreased  from  $3.57  in  1978  to 
$3.49  in  1988.  Consequently,  nursing  home  workers  are  able  to  buy  less  with  their 
meager  earnings  than  they  could  a  decade  ago. 

Although  nursing  home  wages  have  not  kept  pace  with  inflation,  expenditures  for 
nursing  home  care  have  risen  at  two  to  three  times  the  rate  of  general  inflation.  In 
1977,  personal  health  care  expenditures  for  nursing  home  care  totaled  $13.0  billion, 
or  $57  per  capita.  By  1987,  this  amount  had  jumped  to  $40.6  billion,  or  $161  per 
capita. 

Aging  demographics,  the  success  of  Medicare's  program  to  contain  hospital  costs 
by  discharging  sick  hospital  patients  to  nursing  homes,  the  early  1980s  flurry  of  le- 
veraged buyouts,  and  high  medical  inflation  are  largely  responsible  for  tripling  U.S. 
expenditures  on  nursing  home  care  during  this  time  period.  Of  the  billions  of  dollars 
pouring  into  the  nursing  home  industry  each  year,  little  flows  to  healthcare  work- 
ers' wage  improvements. 

Benefits:  In  addition  to  earning  poor  wages,  nursing  home  workers  typically  lack 
even  basic  benefits,  such  as  health  insurance  and  pension  plans.  The  1985  Bureau  of 
Labor  Statistics  survey  of  nursing  homes  revealed  thait  just  34  percent  of 
nonprofessional  nursing  home  workers  had  employer-paid  hospitalization.  Further- 
more, only  20  percent  had  employer-paid  pension  plans. 

Moreover,  these  figures  overstate  the  actual  extent  of  health  care  coverage  in  the 
industry.  Our  local  unions  are  frequently  able  to  negotiate  some  health  benefits  for 
nursing  home  workers,  but  the  benefits  are  skimpy  and  the  coverage  often  unaffor- 
dable.  From  its  1987  survey  of  access  to  health  care  among  low-wage  workers,  SEIU 
found  that  77  percent  of  nursing  homes  offered  health  coverage  to  their  workers, 
but  only  51  percent  of  these  workers  were  insured — many  through  their  spouse's 
plan.  Many  workers  can't  afford  the  employer's  health  plan  because  of  high  month- 
ly payments  for  family  coverage,  heavy  upfront  deductibles,  and  poor  benefits. 

The  experience  of  the  nurse  aides  we  represent  at  a  private  nursing  home  in 
Washington  state  provides  a  telling  example.  Although  the  employer  offers  health 
insurance  to  the  regular,  fulltime  workers,  few  are  able  to  accept  the  coverage.  The 
employer  only  contributes  a  fraction  of  the  cost  towards  single  coverage  and  no  pay- 
ment towards  dependent  coverage.  After  a  three  month  waiting  period — during 
which  time  the  worker  has  no  benefits — the  employer  contributes  just  30  percent 
towards  the  total  cost  for  single  coverage.  The  employer  contribution  then  rises  to 
50  percent  of  single  coverage  after  three  years  of  service. 

For  workers  in  need  of  dependent  coverage,  the  employer  contribution  towards 
the  total  family  premium  is  negligible.  The  total  premium  for  a  family  plan  was 
$206.50  in  1989,  but  the  employer  contribution  amounted  to  just  $20.18.  Consequent- 
ly, the  nursing  home  workers  were  responsible  for  paying  the  remaining  $186.32  of 
the  monthly  premium.  These  exorbitant  premium  payments,  coupled  with  a  $300 
annual  deductible,  render  the  plan  unaffordable  for  the  nurse  aides  who  have  a 
starting  salary  of  $5.15  per  hour.  The  premium  payment  alone  consumes  about  one- 
quarter  of  their  before  tax  income. 

The  low  wages  and  poor  benefits  earned  by  nursing  home  workers  are  not  typical 
of  their  counterparts  in  other  healthcare  industries.  There  is  a  wide  gap  between 
the  wages  of  hospital  and  nursing  home  workers  in  every  profession.  According  to 
the  1988  National  Nursing  survey,  for  example,  fulltime  general  duty  RNs  working 
in  hospitals  earn  an  average  of  $27,196  per  year  while  those  employed  in  nursing 
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homes  have  an  annual  salary  of  just  $22,381.  Despite  having  comparable  education 
and  skills,  RNs  earn  22  percent  more  simply  by  working  in  a  hospital. 

The  same  type  of  wage  gap  between  hospital  and  nursing  home  workers  exists  for 
LPNs  and  nurse  aides  as  well.  An  LPN  employed  by  a  hospital  can  expect  to  earn 
20  to  30  percent  more  than  an  LPN  working  in  a  nursing  home.  Among  nurse  aides 
the  gap  is  even  more  dramatic.  Nurse  aides  can  earn  up  to  60  percent  higher  W8iges 
by  working  in  a  hospital  than  by  working  in  a  nursing  home.  And  the  gap  has  only 
continued  to  widen  during  the  1980s. 

As  a  result  of  the  Reagan-era  cutbacks  in  social  spending,  Medicaid  dollars  ac- 
count for  a  shrinking  share  of  total  nursing  home  expenditures.  In  1977,  47.3  per- 
cent of  nursing  home  funds  came  from  Medicaid.  By  1987,  the  Medicaid  share  had 
dropped  to  43.9  percent.  Private  funding  sources  have  had  to  pick  up  the  slack.  The 
percent  distribution  of  private  funds  for  nursing  home  care  rose  from  44.8  to  50.9 
during  this  time  period.  This  decline  in  Medicaid  funding  has  had  a  direct  impact 
on  suppressing  the  wages  of  nursing  home  workers. 

Not  only  are  wages  low,  benefits  almost  nonexistent,  living  standards  declining, 
and  the  wage  gap  between  hospital  and  nursing  home  workers  getting  wider,  we  are 
now  seeing  signs  that  the  system  is  further  unraveling. 

An  extreme  example  can  be  seen  in  Michigan,  where  cost  cutting  actually  result- 
ed in  average  wages  decreasing  in  key  bench  mark  jobs  in  the  nursing  home  indus- 
try. For  instance,  nominal  average  nurse  aide  wages  decreased  from  $4.34  an  hour 
in  1987  to  $4.29  in  1989.  As  a  result,  real  income  declined  sharply  during  this  two- 
year  period.  Between  1987  and  1989,  the  cost  of  living  rose  9.9  percent,  translating 
into  an  11  percent  loss  in  purchasing  power. 

Labor  shortages  in  many  parts  of  the  county  combined  with  tight  Medicaid  reim- 
bursement have  created  major  staff  retention  and  recruitment  problems  for  many 
nursing  home  employers. 

The  vacancy  rate  of  registered  nurses  stands  at  19  percent  in  nursing  homes, 
nearly  double  the  rate  reported  by  acute  care  hospitals.  We  also  expect  that  licensed 
practical  nurse  vacancy  rates  in  nursing  homes  are  nearly  as  large  as  those  of 
RNs — as  in  the  case  in  acute  care. 

Our  union  is  keenly  aware  of  the  nursing  shortage,  its  root  causes,  the  adverse 
effect  it  has  on  nurses,  and  the  toll  it  is  taking  on  the  quality  of  care  in  all  settings. 
It  is  our  experience  that  the  shortage  of  nurses  in  nursing  homes  may  be  a  more 
critical  problem  than  the  nurse  shortage  in  hospitals.  Nursing  home  care  is  ex- 
tremely sensitive  to  the  lack  of  registered  and  licensed  nurses.  Since  nurses  super- 
vise, direct  and  train  a  team  of  aides  who  deliver  much  of  the  direct  patient  care,  if 
the  nurse  is  absent  it  has  a  greater  impact  than  in  the  hospital  setting. 

Although,  we  do  not  have  precise  vacancy  figures  for  nurse  aides,  in  a  1987-88 
survey  conducted  by  the  nursing  home  industry,  over  half  of  all  nursing  home  ad- 
ministrators reported  moderate  to  severe  shortages  of  nurse  aides.  Vacancy  rates  for 
nurse  aides  in  some  states  run  as  high  as  25  percent. 

Shortages  of  nursing  home  staff  are  exacerbated  by  chronically  high  turnover 
rates.  Illustrating  the  industry's  inability  to  retain  an  experienced  work  force,  a  typ- 
ical nursing  home  may  experience  50  to  100  percent  annual  turnover  among  nurses, 
and  100  to  200  percent  annual  turnover  among  its  nurse  aides. 

This  work  force  turnover  is  costly  as  nursing  homes  continually  recruit,  orient, 
and  train  new,  inexperienced  personnel.  Studies  estimate  replacement  costs  at 
roughly  three  times  the  average  monthly  salary  or  about  $2,500  for  an  average  aide 
in  1989.  Lets  look  at  what  this  can  mean  for  a  state.  The  state  of  California  expects 
to  train  20,000  new  nurse  aides  this  year.  The  cost  of  replacing  these  aides  could  run 
as  high  as  50  million  dollars. 

Reduced  turnover  rates  are  generally  associated  with  improved  care  for  nursing 
home  residents.  High  turnover  reduces  staff  morale,  prevents  the  development  of 
close,  caring  relationships,  and  decreases  the  continuity  of  resident  care. 

Most  observers,  including  the  National  Commission  on  Nursing,  agree  that  inad- 
equate pay  and  benefits  are  the  primary  obstacles  to  staff  retention.  Nursing  homes, 
unless  they  are  able  to  compete  in  the  broader  health  care  labor  market,  will  con- 
tinue to  be  their  experienced  staff  We  see  the  vast  majority  of  aides,  dietary,  and 
housekeeping  workers  leave  their  jobs  in  nursing  homes  to  take  other  unskilled  jobs 
in  the  service  sector,  many  for  pay  increases  as  small  as  15  to  2o  cents  per  hour. 

But  we  must  not  accept  high  turnover  as  inevitable  or  irreversible. 

There  are  few  places  to  look  to  get  a  sense  of  what  would  happen  if  nursing  home 
wage  rates  were  similar  to  hospital  rates.  However,  one  possible  example  is  in  Con- 
necticut, where  reimbursement  policy  has  provided  for  increased  wages,  and  where 
some  nursing  home  workers  make  $9  or  $10  an  hour. 
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In  contrast  to  other  states,  independent  surveys  of  turnover  rates  show  that  Con- 
necticut's turnover  is  among  the  lowest  in  the  country.  At  the  other  extreme,  Texas, 
where  the  average  wage  is  well  under  $4.00  an  hour,  annual  turnover  rates  exceed 
250  percent. 

Connecticut  is  the  exception  to  the  rule.  If  actions  are  not  taken  to  reverse  cur- 
rent national  trends,  depressed  wages,  unsatisfactory  working  conditions,  chronic 
staff  shortages,  and  high  turnover  will  be  long-term  conditions  in  this  industry  in 
every  state  in  the  union. 

The  demographics  show  that  these  problems  will  get  worse.  The  National  Insti- 
tute on  Aging  projects  that  there  will  be  2.3  million  nursing  home  residents  in  the 
year  2000,  up  from  1.3  million  in  1985.  If  we  assume  that  the  present  ratios  of  resi- 
dents to  beds  to  staff  remain  constant,  the  demand  for  nursing  assistants  in  nursing 
homes  is  likely  to  increase  by  75  to  80  percent.  If  we  assume  some  improvements  in 
the  staffing  of  nursing  home  care,  demand  for  nursing  assistants  could  grow  to  one 
million  in  2000,  nearly  twice  the  number  employed  in  nursing  homes  today. 

Congress  has  taken  a  number  of  significant  steps  to  improve  conditions  in  the 
nursing  home  industry.  OBRA  1987  implemented  a  number  of  the  reforms  recom- 
mended by  the  Institute  of  Medicine  study.  We  see  the  OBRA  nurse  aide  training 
standards  as  an  important  first  step  toward  improving  the  quality  of  resident  care 
and  establishing  a  more  highly  skilled  nursing  home  work  force. 

H.R.  1649  takes  the  second  step — to  address  the  issue  of  fair  wages  and  benefits. 
As  such,  it  will  provide  the  missing  link  between  training  and  higher  improved 
wages  that  is  needed  to  improve  the  quality  of  patient  care.  It  will  also  bring  imme- 
diate relief  for  the  undervalued  nursing  home  workforce. 

By  bringing  nursing  home  worker  wages  and  benefits  to  parity  with  the  wages 
and  benefits  offered  by  other  health  care  providers.  House  Bill  1649  would  correct  a 
fundamental  labor  market  inequity. 

We  applaud  H.R.  1649's  requirement  for  federally  mandated  minimum  nursing 
home  wage  and  benefit  standards.  We  are,  however,  concerned  about  the  bill's  ap- 
proach to  enforcement  and  accountability. 

Accountability  and  Enforcement:  To  be  effective,  this  bill  must  mandate  the  new 
minimum  on  the  states  and  provide  effective  enforcement  procedures  to  ensure  com- 
pliance. Accountability  and  enforcement  mechanisms  should  be  simple,  equitable, 
and  as  consistent  as  possible  with  existing  regulatory  schemes. 

Effective  enforcement  of  H.R.  1649  should  be  based  on  three  components.  First  of 
all,  it  should  be  relatively  easy  to  determine  compliance.  SEIU  has  extensive  experi- 
ence with  "wage  pass  through"  programs  at  the  state  level,  and  we  found  that  it 
can  be  incredibly  difficult  to  establish  whether  a  provider  has  actually  "passed 
through"  to  workers  money  provided  by  Medicaid. 

H.R.  1649  takes  a  very  simple  and  direct  approach  by  establishing  a  minimum  for 
nursing  personnel  in  nursing  homes.  Once  the  minimum  rate  for  a  region  is  estab- 
lished, it  should  be  a  simple  exercise  to  determine  whether  a  minimum  is  being  ad- 
hered to. 

The  second  issue  has  to  do  with  establishing  a  uniform  method  of  determining  the 
prevailing  wage,  and  the  selection  of  a  credible  and  impartial  agency  to  carry  out 
this  determination.  Medicaid  agencies  as  the  payer  in  this  situation  don't  qualify  as 
impartial,  nor  would  having  different  state  agencies  result  in  a  uniform  methodolo- 
gy- 

The  U.S.  Department  of  Labor  is  the  clear  choice  in  this  situation.  DOL  already 
performs  prevailing  wage  determinations  under  both  the  Service  Contract  Act  and 
the  Davis-Bacon  Act. 

The  legislative  intent  behind  these  existing, "prevailing  wage"  laws  was  to  insure 
that  the  federal  government — as  the  largest  single  contractor — did  not  depress  com- 
munity wage  standards.  And  in  fact,  the  bill  employs  a  prevailing  wage  methodolo- 
gy similar  to  those  applied  by  the  DOL  under  these  laws.  Yet,  Federal  and  state 
governments'  influence  on  wage  standards  in  the  nursing  home  industry  far  exceed 
that  of  construction  or  services.  Therefore,  adjustments  in  the  methodology  are 
needed  to  achieve  the  intended  effect  of  wage  parity  for  the  nursing  home  industry.' 

Finally,  it  must  be  decided  who  performs  the  enforcement  and  how.  Here  it  makes 
sense  to  rely  on  the  existing  structure  and  authority  of  Medicaid.  Compliance  with 
this  act  should  be  a  federal  "requirement"  of  participation  (formerly  known  as  a 
"condition  of  participation").  HCFA  would  promulgate  rules  to  add  compliance  with 
the  provisions  of  this  bill  onto  its  survey  methodology,  and  state  survey  and  certifi- 
cation teams  would  determine  whether  individual  providers  were  in  compliance 
based  on  wage  levels  determined  regularly  by  the  Department  of  Labor. 
Noncompliance  with  this  act  would  jeopardize  a  facility's  certification  in  the  Medic- 
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aid  program,  and  it  would  be  subject  to  the  same  range  of  sanctions  as  if,  say,  it  was 
found  not  to  have  an  RN  on  duty. 

Now  is  the  time  to  build  the  infrastructure  for  what  we  already  know  lies  ahead 
in  this  industry.  We  cannot  build  this  kind  of  capacity  overnight.  If  we  start  now,  it 
might  not  be  too  late. 

H.R.  1649  takes  the  right  approach  in  setting  a  minimum  wage.  This  is  easiest  to 
enforce.  The  prevailing  wage  methodology  needs  to  be  adjusted  and  the  levels 
should  be  set  by  the  Department  of  Labor,  the  agency  with  the  most  experience  and 
expertise  in  this  area.  Finally,  compliance  with  this  Act  should  be  made  a  require- 
ment of  participation  in  the  Medicaid  program;  compliance  could  easily  be  accom- 
plished along  with  other  survey  and  certification  activity  during  annual  inspections. 

Minimum  wages  and  benefits  established  under  this  bill  will  help  ensure  the  ca- 
pacity of  the  nursing  home  industry  for  today  and  the  future  and  will  complement 
existing  federal,  state,  and  industry  efforts  to  attract  and  retain  qualified  and  com- 
mitted workers  to  care  for  the  elderly. 

But  the  Institute  of  Medicine  agenda  is  unfinished.  In  addition  to  acknowledging 
the  low  wages  and  difficult  working  conditions  of  nursing  home  workers,  the  Insti- 
tute of  Medicine  found  nursing  home  staffing  to  be  already  dangerously  below  levels 
needed  to  provide  even  minimal  patient  care.  They  called  on  the  industry  to  make 
raising  staffing  levels  its  top  priority. 

I  want  to  tell  you  frankly  that  our  attempts  to  provide  high  quality  care  may  be 
doomed  until  we  address  the  issue  of  staffing.  We  urge  you  to  move  forward  with 
this  key  piece  of  the  lOM  agenda  and  establish  federal  minimum  staffing  standards. 

I  thank  you  for  this  opportunity  to  testify.  I  am  happy  to  answer  any  questions 
you  may  have  at  this  time. 

Mr.  Waxman.  Thank  you. 
Mr.  Kesterson. 

STATEMENT  OF  DAVID  KESTERSON 
Mr.  Kesterson.  Thank  you,  Mr.  Chairman. 

The  purpose  of  H.R.  1649  is  commendable,  the  need  to  provide 
for  equitable  compensation  for  all  nursing  personnel  no  matter 
v/hich  sector  of  the  market  they  serve.  This  is  a  concern  shared  by 
many  groups  which  represent  nurses  and  nurse  aides. 

The  National  Federation  of  Licensed  Practical  Nurses  supports 
such  efforts.  NFLPN  is  a  professional  association  for  licensed  prac- 
tical and  licensed  vocational  nurses. 

There  are  about  800,000  LPN's  in  the  United  States  today.  As 
many  as  40  percent  of  these  nurses  are  directly  employed  by  insti- 
tutions providing  long-term  health  care.  NFLPN  believes  the  LPN 
and  the  LVN  are  essential  nurses  for  today  and  for  the  future. 

LPN's  and  LVN's  carry  a  significant  part  of  the  nursing  burden 
in  the  facilities  we  are  concerned  with.  That  in  itself  is  both  good 
and  bad.  On  the  one  hand,  LPN's  are  used  effectively  and  to  the 
fullest  extent  of  their  scope  by  many  of  these  facilities.  Nowhere 
else  in  the  health  care  market  are  they  used  so  well.  Their  employ- 
ment in  such  a  setting  can  result  in  real  fulfillment  and  the  finest 
sort  of  job  satisfaction. 

The  missing  ingredient  is  adequate  compensation.  LPN's  are 
hands-on  nurses.  They  are  nurses  who  are  trained  to  provide  direct 
care  to  the  patient.  Many  have  chosen  to  stay  at  the  particular  fa- 
cility they  are  in  simply  to  maintain  contact  with  patients.  But  in 
the  face  of  lower  wages,  they  burn  out. 

On  the  other  hand,  it  is  also  in  some  of  these  facilities  that 
LPN's  and  LVN's  are  pushed  beyond  their  scope  of  practice, 
pushed  into  unsafe  nursing  sometimes  by  the  type  of  care  they 
must  deliver  and  are  forced  to  deliver.  Perhaps  more  often,  they 
are  pushed  by  the  number  of  patients  they  must  care  for. 
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NFLPN  hopes  the  effect  of  a  bill  like  H.R.  1649  would  have  two 
specific  results. 

One  would  be  to  attract  more  RN's  and  more  LPN's  to  these  fa- 
cilities, thereby  alleviating  the  problems  associated  with  LPN's 
practicing  outside  the  bounds  of  their  scope  of  practice.  That  is  a 
benefit  to  all  concerned  because  it  provides  relief  for  the  nurse  and 
the  sort  of  care  that  we  are  looking  for  our  older  population. 

It  would  also  help  provide  a  proper  mix  of  RN's  and  LPN's  in 
areas  where  it  is  needed. 

This  is  reasonable.  It  falls  back  to  the  nurse  practice  acts  of  the 
various  States  and  comes  into  line  with  the  entire  philosophy  of 
why  we  have  RN's  and  LPN's  in  a  supervisory  relationship. 

The  second  major  effect,  we  would  hope,  would  be  to  provide 
LPN's  and  other  nursing  personnel  in  the  nursing  facilities  with 
just  compensation.  I  stress  that  we  should  give  the  compensation  to 
the  nurses  and  not  nurse  aides. 

At  this  point,  speaking  for  LPN's  and  LVN's,  we  must  be  wary  of 
what  might  happen  to  competent  LPN'S  serving  in  responsible 
roles  where  they  are  practicing  within  the  scope  of  their  license 
with  the  benefit  of  great  experience. 

LPN  licensing  has  increased  for  2  consecutive  years.  A  large  hos- 
pital corporation  opened  three  accredited  LPN  education  programs. 
Some  of  those  LPN's  who  were  unfairly  removed  will  never  fully 
recover  the  part  of  their  career  that  has  been  lost. 

Thus,  when  a  bill  such  as  H.R.  1649  moves  us  towards  surface- 
based  samples  in  order  to  properly  evaluate  wage  and  benefit  dif- 
ferentials, it  is  of  utmost  importance  that  the  sample  be  carefully 
planned  to  include  and  expect  to  find  LPN's  in  important  job  func- 
tions in  these  nursing  facilities  and  to  work  toward  bringing  their 
compensation  in  line  with  other  nurses  doing  that  work  elsewhere, 
no  matter  what  their  license  might  be. 

Living  within  the  legal  bounds  of  their  licenses,  we  find  LPN's 
and  RN's  often  times  can  perform  the  same  task.  It  is  tempting  to 
use  licensing  as  a  key  to  such  a  survey.  That  won't  meet  the  need. 
I  fear  that  would  provide  another  way  to  keep  LPN  wages  where 
they  are  now  and  result  in  another  element  to  put  into  the  RN 
need  surveys.  We  have  a  problem  with  our  national  Government. 
As  I  ask  you  to  consider  this  particular  point  that  I  have  raised,  I 
would  tell  you  that  unless  you  have  in  your  congressional  resources 
good  information  on  what  is  happening  to  LPN's,  you  don't  have  it 
anywhere  else. 

This  report  to  the  President  and  to  you  is  woefully  deficient  on 
what  is  happening  with  LPN's  in  this  country. 

I  would  commend  you  for  the  bill.  Representative  Walgren,  but  I 
would  ask  you  to  remember  that  we  have  nurses  who  are  LPN's 
who  need  attention  because  they  are  giving  a  lot  of  it  to  the  people 
we  love. 

[The  prepared  statement  of  Mr.  Kesterson  follows:] 

Prepared  Statement  of  David  Kesterson,  Executive  Director,  National 
Federation  of  Licensed  Practical  Nurses,  Inc. 

The  purpose  of  H.R.  1649  is  laudable,  in  that  it  seeks  to  establish  a  means  of  rais- 
ing the  wages  and  benefits  of  nurses  and  nurses'  aides  employed  by  skilled  nursing 
facilities  and  intermediate  care  facilities  to  parity  with  other  nurses  and  nurses' 
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aides  in  the  locality  in  which  they  work.  The  need  to  provide  for  equitable  compen- 
sation for  all  nursing  personnel,  no  matter  which  sector  of  the  health  care  market 
they  serve,  is  a  concern  shared  by  many  groups  which  represent  nurses  and  nurses' 
aides.  The  National  Federation  of  Licensed  Practical  Nurses,  Inc.  strongly  supports 
such  efforts  and  is  pleased  to  present  this  testimony  with  respect  to  the  proposed 
legislation. 

The  National  Federation  of  Licensed  Practical  Nurses,  Inc.  is  the  national  profes- 
sional association  for  licensed  practical  and  licensed  vocational  nurses.  There  are 
about  800,000  LPNs  in  the  United  States  today.  As  many  as  40  percent  of  these 
nurses  are  directly  employed  by  institutions  providing  long-term  health  care. 
NFLPN  believes  that  the  LPN  and  LVN  are  essential  nurses  for  today  and  for  the 
future. 

Nursing  personnel,  as  described  in  H.R.  1649,  refers  to  the  registered  nurse  [RN], 
the  licensed  practical  or  licensed  vocational  nurse  [LP/VN]  and  nurses'  aides.  RNs 
and  LP/VNs  are  licensed  nurses,  people  who  have  satisfied  specific  courses  of  study 
and  passed  nationally  administered  examinations  in  order  to  be  licensed  by  the 
state,  territory  or  district  in  which  they  reside  and/or  work. 

H.R.  1649  describes,  in  general  terms,  a  process  of  conducting  surveys  by  means  of 
statistical  sampling,  thereby  determining  average  rates  of  wages  and  benefits  paid 
to  nursing  personnel.  The  use  of  statistical  sampling  always  places  great  importance 
on  defining  the  groups  to  be  sampled  and  the  attributes  for  which  sample  values  are 
obtained.  When  a  crucial  element  is  eliminated  from  the  definition  or  when  a  part 
of  the  total  population  is  not  sampled,  the  sample  result  can  be  unreliable.  NFLPN 
is  concerned  that  proper  consideration  be  given  to  the  benefits  that  are  measured 
and  the  personnel  categories  that  are  used. 

The  measurement  of  benefits  should  be  broad  enough  to  include  the  types  of  bene- 
fits which  may  not  have  immediate  financial  impact,  but  which  could  have  a  consid- 
erable impact  on  a  person's  decision  to  accept  one  job  opportunity  over  another.  Ex- 
amples include  adult  day  care,  child  day  care  and  flexible  work  scheduling.  Benefits 
such  as  these  can  become  key  decision  criteria  even  though  one  might  not  use  these 
benefits  until  a  later  date,  as  in  the  instance  of  day  care.  There  will  be  instances 
when  such  benefits  could  offset  wages  differences.  Exploring  and  evaluating  the 
impact  of  these  benefits  is  valuable  to  all  who  have  an  interest  in  our  national 
health  care  system. 

Determining  the  classifications  of  nursing  personnel  for  sampling  is  probably  the 
most  important  element  of  the  process  set  out  in  H.R.  1649.  The  easy  way  out  would 
be  to  sample  on  the  basis  of  license  alone,  RNs,  LP/VNs  and  nurses'  aides.  Easy, 
yes,  but  surely  disastrous.  It  would  be  wrong  to  include  a  nurse  specialist  with  a 
graduate  degree  among  staff  nurses  just  as  it  would  be  wrong  to  include  a  charge 
nurse  who  is  an  LPN  among  staff  nurses  who  are  LPNs.  The  appropriate  sample 
classifications  must  consider  license,  position,  education  and  experience. 

NFLPN  is  concerned  that  LPNs  who  play  important  and  valuable  roles  in  provid- 
ing nursing  services  be  so  recognized  and  accordingly  compensated.  For  several 
years,  nurses  have  debated  the  appropriate  linkage  that  should  exist  between  educa- 
tion and  licensing.  The  debate  focuses  on  whether  there  should  be  a  standardized 
degree  requirement  for  licensing.  For  RNs,  the  available  educational  routes  to  li- 
censing are  at  least  three  in  number,  the  Associate  Degree,  a  Diploma  from  a  hospi- 
tal-based School  of  Nursing  or  a  Bachelor  of  Science  degree  from  a  college  or  Uni- 
versity. The  educational  route  for  the  LP/VN  is  generally  a  twelve  month  program, 
with  North  Dakota,  which  requires  an  Associate  Degree,  being  the  exception.  The 
debate  continues,  a  debate  where  there  is  generous  evidence  for  any  side  one  may 
choose. 

Because  the  debate  has  focused  on  education,  the  value  of  experience  has  often 
been  overlooked  in  staffing  and  compensation  decisions,  especially  when  LP/VNs 
are  concerned.  It  is  important  to  recognize,  for  purposes  of  sampling  for  compensa- 
tion, that  there  are  not  a  few  LP/VNs  who  have  proved  their  abilities  to  fulfill  su- 
pervisory responsibilities  while  working  within  the  scope  of  their  license.  The 
sample  for  any  survey  should  include  those  people  and  others  of  a  similar  nature  as 
a  class. 

It  is  essential  that  legislation  which  sets  out  to  provide  parity  in  compensation  to 
nursing  personnel  completes  its  task,  making  certain  that  the  increased  compensa- 
tion is,  in  fact,  received  by  those  who  deserve  it  by  virtue  of  their  job  classification 
and  their  existing  rate  of  pay.  To  accomplish  this  will  require  a  more  detailed  ap- 
proach than  has  been  initially  presented  in  the  bill. 

RNs  and  LP/VNs,  then,  are  the  people  to  whom  the  word  nurse  applies.  Although 
members  of  this  Subcommittee  are  aware  of  this  distinction,  but  our  national  gov- 
ernment, both  in  its  Legislative  and  Executive  branches,  often  ignores  the  fact  that 
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LP/VNs  are  recognized  as  nurses  by  the  states  which  form  the  United  States.  The 
word  "nurse"  has  been  too  often  appropriated  for  RNs  alone.  Examples  that  spring 
to  mind  are  the  funds  that  Congress  has  set  aside  for  nursing  education,  where  not 
a  penny  has  gone  to  practical  nurse  education  and  the  current  and  past  Commis- 
sions on  the  Nursing  Shortage  appointed  by  the  Secretaries  of  Health  and  Human 
Services.  The  national  government  has  neglected  LP/VNs. 

Clear  evidence  of  this  neglect  appears  in  the  Seventh  Report  to  the  President  and 
Congress  on  the  Status  of  Health  Personnel  in  the  United  States  prepared  by  the 
U.S.  Department  of  Health  &  Human  Services.  In  Chapter  VIII,  Nursing,  the  fourth 
paragraph  reads  as  follows:  "Latest  comprehensive  data  available  for  licensed  prac- 
tical/vocational nurses  is  from  the  1983  National  Sample  Survey  of  Licensed  Practi- 
cal/Vocational Nurses  (Jones,  1986).  Significant  changes  have  occurred  in  staffing 
configurations  for  the  delivery  of  care  as  well  as  modes  of  delivery  that  have  materi- 
ally affected  the  use  of  licensed  practical /vocational  nurses.  These  changes  could 
have  seriously  affected  the  overall  supply  and  availability  of  these  nurses.  Lack  of 
current,  complete  data  precludes  development  of  current  and  future  estimates  of  the 
supply  and  distribution  of  and  requirements  for  licensed  practical/vocational 
nurses." 

While  virtually  avoiding  any  mention  of  LP/VNs  in  the  remainder  of  the  chapter 
on  Nursing,  the  chapter  does  not  recommend  obtaining  new  LP/VN  data.  The 
report  has  one  paragraph  on  Practical  Nurse  education  programs  and  presents  a 
projection  for  LP/VN  requirements  for  2000,  showing  a  projected  requirement  for 
LPNs  which  is  less  than  the  total  of  LP/VNs  who  will  be  licensed,  at  present  rates, 
during  this  decade  of  the  nineties.  It  is  ridiculous  for  a  report  from  our  national 
government  to  give  more  space  to  foreign  nurses  than  to  our  own  citizens  who  are 
LP/VNs. 

LPNs  and  LVNs  serve  well  in  the  nursing  facilities  with  which  H.R.  1649  is  con- 
cerned. They  are  a  valuable  asset  to  the  nation.  They  are,  insofar  as  the  attention 
and  care  received  from  their  national  government,  victims  of  what  appears  to  be 
"benign  neglect." 

It  is  the  hope  of  NFLPN  that  these  words  will  help  the  Subcommittee  in  its  delib- 
erations on  H.R.  1649,  and  that  the  members  of  the  Subcommittee  will  be  more  in- 
formed of  the  significant  role  of  LPNs  and  LVNs  in  providing  nursing  care  to  our 
citizens. 

Mr.  Waxman.  Thank  you  very  much. 

I  want  to  ask  each  member  of  the  panel  to  respond  to  this  ques- 
tion. 

In  her  written  statement  on  behalf  of  the  State  Medicaid  Direc- 
tors, Ms.  Fuller  argues  against  the  Walgren  proposal  on  the  ground 
that  wages  and  benefits  are  not  the  major  cause  of  shortages  and 
turnover.  In  her  view,  ''nursing  personnel  turnover  is  due  to  a  vari- 
ety of  dissatisfactions,  many  of  which  are  more  causal  than  wages 
and  benefits."  She  cites  the  high  degree  of  burnout  in  geriatric 
medicine,  the  routine  nature  of  the  work,  the  highly  institutional 
setting  and  rigid  paperwork  requirements  resulting  from  Federal 
regulations. 

I  would  like  to  know  your  reactions  to  that. 

Mr.  Kesterson. 

Mr.  Kesterson.  I  possibly  spoke  to  part  of  that  in  my  testimony. 

Our  nurses  are  there  in  nursing  homes  in  many  cases  because 
they  like  the  contact  with  the  patient.  As  an  editor  of  our  quarter- 
ly magazine,  I  am  continually  being  bombarded  by  manuscripts 
that  speak  of  the  joys  of  working  in  those  facilities. 

We  recently  published  one  piece  in  the  magazine  that  specifically 
spoke  of  the  pressure  of  being  able  to  allow  a  person  who  was  el- 
derly to  die  the  way  they  wanted  to  in  a  dignified — not  pleasant — 
but  a  dignified  manner  in  accordance  with  their  wishes. 

Our  people  don't  burn  out  if  they  choose  nursing  homes  because 
of  the  work  there,  for  the  most  part.  They  burn  out  because  they 
can't  reconcile  what  they  get  paid  with  what  they  do. 
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Mr.  Waxman.  Mr.  August. 

Mr.  August.  Yes,  a  couple  of  thoughts.  One  is  that  in  having  a 
lot  of  contact  with  nursing  home  workers  as  I  do,  I  can  tell  you 
that  in  most  communities  in  Pennsylvania,  an  entry  level  job  in  a 
nursing  home  is  comparable  in  pay  to  work  in  other  service  jobs, 
including  the  fast  food  industry,  hotel  restaurants,  and  so  on. 

I  can  tell  you  that  in  this  revolving  door  of  turn  over,  what  is 
said  on  the  way  out,  is  that  this  work  is  too  demanding.  Workers 
say  "I  am  going  to  do  something  else  if  I  can't  get  paid  the  same  or 
more." 

Mr.  Waxman.  You  disagree  with  her  statement? 
Mr.  August.  Absolutely.  I  think  it  is  incorrect. 
Mr.  Waxman.  Ms.  Sackman. 

Ms.  Sackman.  Mr.  Waxman,  I  think  if  you  look  at  the  studies 
done — we  are  currently  finishing  one  in  California;  the  final  report 
will  be  coming  out  next  week — there  is  no  question  that  wages  are 
very  much  a  prime  reason  for  people  not  coming  into  the  profes- 
sion. 

Around  that  wage  question  is — I  think  Ms.  Scuffle  addressed  the 
wage  compression  issue — we  may  have  the  entry  level  wages  for 
registered  nurses  up  a  little  bit,  but  it  caps  out  in  4  years. 

When  you  get  to  nursing  homes  talking  about  registered  nurses 
and  licensed  vocational  nurses,  the  difference  in  pay  at  the  entry 
level  is  abhorrent.  There  is  no  profession  at  all. 

I  would  also  say,  to  some  extent,  the  workload  in  the  nursing 
home  facilities  has  changed.  This  is  particularly  true  in  the  last  5 
years  because  of  the  acuteness  of  the  patients  and  because  the  pa- 
tients are  being  moved  out  of  the  acute  care  hospitals  into  the 
nursing  homes.  Like  a  revolving  door,  they  are  coming  back  into 
the  acute  care  hospitals  because  the  staffing  is  not  what  it  should 
be  in  the  nursing  homes.  The  patients  are  not  getting  care  for  their 
illness  and  end  up  being  readmitted  to  the  hospital. 

Mr.  Waxman.  Ms.  Scuffle. 

Ms.  Scuffle.  I  agree  what  has  been  said  by  previous  members  of 
the  panel.  Burnout  does  occur.  The  reason  I  see  it  occur  is  many 
times  when  you  have  one  vacancy,  you  are  asking  the  rest  of  your 
staff  to  pick  up  those  hours  to  be  there  so  you  do  have  coverage. 

As  people  continue  to  give  of  themselves,  work  longer  hours, 
work  more  than  they  had  intended  and  realize  that  the  things  at 
home  are  not  being  taken  care  of  while  they  are  continuing  to 
work,  they  do  tend  to  burnout.  They  want  to  be  with  the  patients, 
they  want  to  do  what  has  to  be  done.  They  won't  leave  them. 

On  all  levels,  the  RN,  the  LPN  or  the  aide,  are  all  giving  of 
themselves  emotionally  as  well  as  physically.  That  does  create 
burnout.  If  the  salaries  were  comparable  to  other  areas  of  nursing, 
not  only  in  the  hospital  but  in  other  fields,  too,  then  you  would 
have  people  able  to  be  recruited.  That  is  what  I  see  as  the  big  part 
of  the  problem. 

Another  factor  is  that  when  you  have  a  vacancy,  it  is  very,  very 
difficult  to  attract  someone.  You  just  can't  get  them  in.  As  I  men- 
tioned in  my  previous  statement,  for  the  beginning  salary— and  I 
called  around  to  many  of  the  facilities  to  get  some  data  so  that  I 
would  be  on  top  of  what  I  am  trying  to  talk  about— at  all  levels, 
many  of  the  nursing  homes  do  pay  a  reasonable  salary,  but  that  is 
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it.  They  don't  go  too  much  higher.  They  may  give  them  a  dollar 
increase  now  and  then.  But  the  increases  are  not  routine  as  they 
are  in  the  hospital  and  as  they  are  in  many  hospital-related  facili- 
ties. 

Mr.  Waxman.  Thank  you  very  much. 
Mr.  Nielson. 

Mr.  Nielson.  Thank  you,  Mr.  Chairman. 

I  think  I  can  relate  to  Mr.  Kesterson's  remarks.  The  daughter  I 
mentioned  previously  was  an  LPN  first  and  then  she  worked  in  a 
nursing  home. 

She  had  an  opportunity  to  go  to  work  in  the  hospital  for  better 
wages,  but  she  also  had  an  opportunity  to  work  on  a  program 
where  she  could  get  an  RN.  She  facetiously  called  the  RN  the  rich 
nurse  and  the  LPN  the  low-paid  nurse. 

I  am  sure  that  is  the  jargon  used  in  the  industry.  There  is  a  dif- 
ferential which  is  artificial  when  they  perform  the  same  duties.  I 
appreciate  what  you  are  saying  there. 

When  I  talk  to  Dr.  Harrington,  I  wasn't  implying  there  was  not  a 
need  for  RN's.  There  is  a  need  for  them  at  every  level.  There  is  a 
need  to  recognize  all  the  personnel. 

In  my  experience  my  mother  was  in  a  nursing  home  and  died 
there  at  the  age  of  92  in  1984.  Nurses  who  work  in  a  nursery  home 
are  more  attached  to  their  patients.  They  are  more  kind  and  they 
are  more  personally  involved  than  they  could  possibly  be  in  a  hos- 
pital setting. 

I  think  they  would  work  for  lower  wages  because  of  the  satisfac- 
tion they  get  from  their  work,  but  they  can't  work  for  too  much 
lower  wages.  The  differential  is  way  too  much.  I  certainly  appreci- 
ate all  four  of  you  working  to  get  those  wages  up. 

I  have  some  problems  with  the  bill  itself.  I  have  some  questions 
about  what  Ms.  Burger  said.  If  you  got  the  wages  up,  that  still 
would  not  solve  the  problem. 

Would  any  of  you  like  to  comment  on  the  proposition  that  wages 
are  only  one  of  the  aspects,  that  there  are  four  others  that  need  to 
be  addressed  which  may  be  equally  as  urgent  as  the  wages. 

Ms.  Scuffle,  I  will  start  with  you. 

Ms.  Scuffle.  Thank  you.  I  agree  that  there  are  other  things  that 
have  to  be  tackled,  but  the  dollar  figure  and  the  wages  I  see  as  a 
very  primary  point. 

In  addition  to  that,  money  that  is  needed  to  pay  for  continuing 
education  within  the  facility  so  that  the  people  who  are  giving  the 
care  are  kept  up  to  date.  It  has  been  mentioned  by  other  people 
testifying  here  that  the  changes  in  the  needs  of  the  patient  have 
been  dramatic  over  the  past  few  years,  especially  since  DRG's  went 
into  effect  in  the  hospitals.  We  are  getting  patients  who  have  far 
greater  nursing  needs  than  they  ever  had  before.  We  have  staff 
who  have  been  in  the  facility  10  or  11  years  and  they  have  to  con- 
tinually be  brought  up  to  date  so  the  care  they  are  giving  is  ade- 
quate to  meet  the  patient  needs. 

Mr.  Nielson.  If  the  wage  rate  differential  were  to  be  reduced  so 
they  were  competitive  to  hospitals,  would  you  still  have  a  lot  of 
problems? 

If  so,  which  ones? 
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Ms.  Scuffle.  I  am  sure  we  are  not  going  to  solve  all  the  prob- 
lems, but  it  wdll  go  a  long  way  toward  helping.  I  think  once  the 
income  of  the  facility  is  a  bit  higher  and  they  recognize  that  higher 
wages  are  needed,  they  are  going  to  look  at  other  ways  in  which  to 
produce  revenue  rather  than  just  keeping  wages  down. 

Mr.  NiELSON.  Thank  you. 

Ms.  Sackman. 

Ms.  Sackman.  I  would  think  it  would  go  a  long  way,  Mr.  Nielson. 
I  think  that  is  particularly  true  in  the  situation  where  our  acute 
care  hospitals  have  skilled  nursing  care  facilities  attached  to  them. 
Many  of  our  contracts  cover  those  skilled  nursing  facilities  where 
the  nurses,  LVN's  and  the  trained  aides  or  assistants  or  nursing 
aides — they  may  be  called  something  different  in  the  hospital  in- 
dustry— get  paid  exactly  the  same  as  those  working  in  the  acute 
care  medical  facility  that  is  right  next  door. 

The  vacancy  rates,  the  recruitment  and  retention  rates  are  not 
any  different  in  that  second  facility.  In  fact,  they  are  a  little  better 
than  they  are  in  the  acute  medical  care  facility  essentially  because, 
I  think,  the  stress  level  is  a  little  different.  It  is  a  different  type  of 
care,  although  it  has  become  more  serious  in  the  last  couple  of 
years  and  we  have  a  higher  acuteness  of  disability. 

But,  it  is  a  more  personal  care.  So  I  think  you  are  going  to  find 
the  overwork  because  there  is  so  many  vacancies.  You  are  working 
double  shifts,  7  days  a  week.  If  the  wages  are  put  up  that  is  not 
happening,  the  stress  levels  that  happen  now  aren't  going  to 
happen. 

Mr.  Waxman.  Mr.  August. 

Mr.  August.  There  are  many,  many  impacts  of  the  low  wages. 
One  I  would  like  to  address,  which  I  think  gets  to  the  heart  of 
many  matters,  is  that  there  are  direct  correlations  between  in- 
creasing wages  and  decreasing  turnover. 

There  are  all  kinds  of  studies  that  show  that.  High  turnover  in 
nursing  homes  is  very  bad  for  patient  care.  There  is  no  continuity 
of  care.  Nursing  homes  are  required  to  go  out  and  hire  temporary 
agencies  who  don't  know  the  patients.  On  the  other  hand,  there  are 
clear  studies  in  all  areas  that  show  that  improving  wages  does,  in 
fact,  decrease  turnover. 

Mr.  Waxman.  Thank  you,  Mr.  Nielson. 

Mr.  Nielson.  Could  Mr.  Kesterson  answer  the  question  also? 
Mr.  Waxman.  Yes. 

Mr.  Nielson.  Thank  you,  Mr.  Chairman. 

Mr.  Kesterson.  The  increase  in  wages  would  surely  help  with 
the  problems  of  burnout. 

The  other  thing  that  is  so  important  is  the  increase  in  staffing.  If 
that  increase  in  wages  brings  about  an  increase  in  staffing  so  that 
they  have  more  nursing  personnel  for  patients,  then  we  don't  have 
people  left  alone  with  nobody  to  meet  their  needs  in  the  middle  of 
the  night. 

Mr.  Nielson.  Thank  you. 

Mr.  Waxman.  Mr.  Walgren. 

Mr.  Walgren.  Thank  you,  Mr.  Chairman. 

I  really  find  the  testimony  giving  me  a  new  perspective  in  terms 
of  the  attraction  of  people  who  work  in  these  facilities. 
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We  all  know  it  is  tough.  Yet,  from  the  outside  I  think  it  is  hard 
for  those  of  us  that  don't  have  direct  contact  with  them  to  realize 
the  rewards. 

When  Ms.  Scuffle  says  that  the  retention  rate  in  the  sister  facili- 
ties pays  the  same  rate,  retains  nursing  on  a  better  level  than  does 
the  hospital-based  services,  that  is  the  most  powerful  statement  of 
the  role  of  wages  in  this  area,  it  would  seem  to  me.  That  gives,  I 
think,  us  a  very  different  perspective  on  the  leverage  we  would 
hope  to  have  on  this  problem. 

It  seems  to  me  that  without  that,  we  can  say  my  gosh,  no  one 
will  ever  stay.  The  truth  is  that  there  are  kinds  of  rewards  at  these 
facilities,  emotional  and  perhaps  stress  levels,  that  are  very,  that 
make  them  attractive  facilities  to  work  in.  And  when  people  are 
not  working  in  them,  obviously  there  must  be  something  screaming 
to  drive  them  out  the  door. 

We  know  that  that  is  wages  because  it  sticks  out  like  a  sore 
thumb. 

I  guess  that  is  by  way  of  saying  that  this  concept  that  there  is 
real  evidence  that  people  are  very  willing  to  work  in  nursing 
homes  if  they  are  given  the  adequate  pay.  That  is  very  important 
to  our  bill. 

The  other  point  that  I  take  is  really  underscored  with  impor- 
tance is  the  effect  of  turnover  and  its  relationship  to  pay. 

I  want  to  ask  Mr.  August,  the  Connecticut  example,  you  indicate 
that  Connecticut  has  had  some  mechanism  for  addressing  pay 
needs  in  their  reimbursement  system  that  other  States  haven't 
had.  How  do  they  do  that? 

Mr.  August.  It  is  done  by  taking  a  look  at  the  industry  and  the 
need  to  raise  wages.  Then  there  are  direct  programs  within  the 
Medicaid  system  to  make  sure  the  wage  is  increased. 

There  are  direct  payments  to  the  nursing  homes  with  operators 
who  do  business  in  Connecticut  and  Pennsylvania.  They  would  say, 
"we  would  love  to  be  able  to  give  you  the  higher  wages  in  Pennsyl- 
vania, but  in  Connecticut  we  know  we  are  going  to  get  reimbursed 
for  it." 

It  is  tied  directly  to  the  need  to  raise  wages  and  benefits  in  Con- 
necticut. 

Mr.  Walgren.  Is  that  across  the  scale  of  employees  in  the  nurs- 
ing home?  Is  it  just  limited  to  certain  personnel? 

Mr.  August.  It  is  across  the  board. 

Mr.  Walgren.  It  applied  to  licensed  and  nurse  aides? 

Mr.  August.  Ninety  percent  of  the  work  is  done  by  nurse  aides. 
That  is  where  most  of  the  money  would  have  gone. 

Mr.  Walgren.  You  said  that  in  every  one  of  your  negotiations  in 
Pennsylvania,  it  went  down  to  the  wire  literally,  which  is  not  the 
norm  in  organized  labor  negotiations,  as  you  understand  it,  particu- 
larly in  institutions  where  there  is  a  real  working  bond  between 
management  and  labor. 

Often  times  those  negotiations  are  understood  from  the  start  to 
be  able  to  be  resolved  and  resolved  well  in  advance  of  the  deadline. 
What  is  causing  the  nursing  home  industry  this  failure  to  agree? 

Mr.  August.  Well,  we  have  reached  agreements  in  20  of  the  21 
situations.  We  do  have  one  strike  going  on. 
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The  answer  is,  Congressman,  that  to  adequately  and  honestly 
represent  our  members,  we  must  at  this  point  in  history  reflect 
their  anger. 

They  are  angry  with  the  system  very  much.  They  are  angry  with 
the  employer.  They  are  angry  when  the  employer  comes  to  the  bar- 
gaining table  and  says  what  they  have  been  saying  for  years,  "I 
would  like  to  pay  you  more,  but  the  system  won't  allow  me  to." 

Then  we  go  to  the  system  at  the  State  level.  The  State  says, 
"Well,  we  are  not  sure;  just  not  sure  what  to  do." 

The  response  from  the  workers  is,  ''We  can't  live  at  poverty 
wages  anymore."  There  is  a  high  degree  of  anger. 

Mr.  Walgren.  Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Mr.  Bruce. 

Mr.  Bruce.  No  questions. 

Mr.  Waxman.  I  want  to  thank  the  four  of  your  for  your  testimo- 
ny. It  has  been  very  helpful.  We  look  forward  to  working  with  you 
on  this  legislation. 

Our  next  panel  represents  the  nursing  home  industry,  the  em- 
ployers of  the  nurses  and  nurse  aides  who  would  be  affected  by 
H.R.  1649. 

Dr.  Paul  Willging  is  the  executive  vice  president  of  the  American 
Health  Care  Association.  And  testifying  on  behalf  of  the  American 
Association  of  Homes  for  the  Aging  is  Mr.  Michael  Rodgers,  senior 
vice  president  for  Public  Policy  and  Government  Affairs. 

We  are  pleased  to  have  the  two  of  you  here.  Your  prepared  state- 
ments will  be  in  the  record  in  full. 

Please  limit  your  oral  remarks  to  no  more  than  5  minutes. 

STATEMENTS  OF  PAUL  WILLGING,  EXECUTIVE  VICE  PRESIDENT, 
AMERICAN  HEALTH  CARE  ASSOCIATION;  AND  MICHAEL  F. 
RODGERS,  SENIOR  VICE  PRESIDENT,  AMERICAN  ASSOCIATION 
OF  HOMES  FOR  THE  AGING 

Mr.  Willging.  Thank  you. 

I  am  Paul  Willging,  executive  vice  president  of  the  American 
Health  Care  Association  which  through  its  51  State  affiliates  repre- 
sents the  vast  majority  of  nursing  homes,  10,000  in  total. 

I  wish  to  commend  Congressman  Walgren  for  having  recognized 
and  reflected  in  H.R.  1649  a  very  basic  equation,  namely,  that  to 
meet  the  promise,  one  has  to  also  fulfill  a  very  basic  underlying 
premise.  The  premise  of  OBRA  is  not  a  well-crafted  piece  of  legisla- 
tion; it  is  not  15  or  20  additional  regulations;  it  is  not  an  additional 
enforcement  system. 

The  promise  was  increased,  improved,  enhanced  quality  of  care 
for  the  residents  of  America's  nursing  homes.  Yet  that  promise  was 
based  on  the  premise  of  additional  and  better  trained  staff  within 
American  nursing  homes.  More  RN's,  more  sophisticated  RN's, 
better  trained  RN's,  more  LPN's,  more  sophisticated,  better  trained 
LPN's. 

To  meet  that  promise  and  premise,  where  do  we  stand  today?  Al- 
ready in  1990,  nursing  homes  suffer  a  vacancy  rate  twice  that  of 
any  other  part  of  the  health  care  system.  According  to  data  pub- 
lished by  the  American  Nurses  Association,  the  vacancy  rate  m 
American  nursing  homes  is  approaching  18.9  percent. 
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On  top  of  that  existing  vacancy  rate  comes  OBRA  as  of  October 
1,  1990.  To  meet  the  basic  minimum  statutory  requirements  in 
terms  of  the  staffing  ratios  enunciated  in  OBRA,  we  are  talking 
about  an  additional  6,500  RN's  and  LPN's.  Even  that  is  not 
enough. 

The  staffing  ratios  indicated  in  OBRA  are,  in  and  of  themselves, 
not  necessarily  sufficient  given  the  higher  acuteness  levels  in  nurs- 
ing home  patients.  If  we  were  to  take  staffing  levels,  which  is  not 
unreasonable,  there  is  no  less  than  one  primary  caregiver  for  every 
eight  patients  during  the  day  shift.  No  less  than  1  primary  care- 
giver for  less  than  10  patients  on  an  evening  shift.  We  are  talking 
about  yet  an  additional  3,000  primary  health  caregivers,  aides  and 
registered  nurses. 

As  Congressman  Bilirakis  indicated  in  his  remarks,  when  a 
nurse  chooses  or  a  nurses'  aide  chooses  to  enter  that  environment, 
the  end  result  is  to  be  penalized.  The  nursing  personnel  in  Ameri- 
can's nursing  homes  are  paid  on  average  across  the  country — vary- 
ing obviously  by  region  and  type  of  personnel — 36.4  percent  less  in 
annual  wages  than  their  counterparts  in  similar  jobs  in  hospitals. 
Clearly  this  is  a  problem  recognized  for  some  number  of  years  in 
this  town. 

Secretary  Otis  Bo  wen  established  a  nursing  commission.  One  of 
its  primary  recommendations  was  that  parity  and  equity  between 
the  salaries  paid  nursing  personnel  in  hospitals  and  the  salaries 
paid  nursing  personnel  in  the  nursing  home  industry  must  be  es- 
tablished. 

I  think  that  is  where  we  stand  today.  Are  we  as  a  country — is 
the  Congress  ready — to  make  that  jump  which  will  allow  us  to  ful- 
fill the  promise  of  OBRA  based  on  the  premise  of  OBRA  to  provide 
the  quality  of  care  necessary  for  the  residents  of  our  nursing 
homes? 

It  will  not  be  enough  to  craft  a  good  piece  of  legislation,  as 
indeed  OBRA  was.  It  will  not  be  enough  to  craft  regulations  as  at 
some  point  the  Health  Care  Financing  Administration  may  do.  It 
will  not  be  enough  to,  in  effect,  have  a  new  enforcement  system  if 
the  personnel  are  not  there.  If  we  in  the  industry  cannot  afford  to 
hire  those  personnel,  we  will  not  see  the  kinds  of  quality  promises 
fulfilled  that  were  entailed  in  the  OBRA  legislation. 

I  very  much  support,  as  does  the  American  Health  Care  Associa- 
tion, the  legislation  H.R.  1649  and  commend  this  committee  for 
having  provided  this  critical  public  attention  to  the  issues  of  high 
quality  care  in  America's  nursing  homes. 

Thank  you  very  much. 

[Testimony  resumes  on  p.  143.] 

[The  prepared  statement  of  Mr.  Willging  follows:] 
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STATEIF/IT  OF  AilERICAN  HFAT,TH  CARE  ARSnCTATION 

Mr.  Chairman,  members  of  the  subcommittee,   I  am  Paul 
Willging,  Executive  Vice  President  of  the  American  Health  Care 
Association   (AHCA) .     AHCA  is  the  professional  trade  association 
which  represents  more  than  ten  thousand  individual  nursing 
facilities  through  its  fifty-one  constituent  state  associations. 
I  am  pleased  to  appear  today  to  offer  our  views  on  H.R.  1649, 
legislation  that  would  permit  nursing  facilities  participating  in 
the  Medicaid  program  to  pay,  on  a  phased-in  basis,  nursing 
personnel  at  a  rate  at  least  equal  to  the  mean  rate  paid  nursing 
personnel  employed  outside  nursing  facilities. 

Before  I  begin  my  presentation,   I  would  like  to  take  this 
opportunity  to  commend  the  author  of  this  proposal. 
Representative  Doug  Walgren   (D-PA) ,   for  his  leadership  in 
focusing  Congressional  attention  on  this  very  important  matter. 
Virtually  all  providers  of  Medicaid  services  share  one  common 
element,  that  is,  their  inability  to  economically  compete  for 
labor  in  a  compressed  market.     As  a  rule,  private  payors,  private 
insurance  carriers,  and  federal  health  insurance  extend  higher 
levels  of  reimbursement  for  labor  than  do  the  several  state 
Medicaid  programs.     The  discretionary  authority  extended  to  the 
states  under  the  laws  of  Title  XIX  of  the  Social  Security  Act 
which  have  led  to  the  establishment  of  insufficient  reimbursement 
allowances  for  labor  have  led  to  a  crisis    within  the  health  care 
delivery  system.       That  is,  the  inability  of  Medicaid  providers 
to  attract  sufficient  numbers  of  qualified  nursing  personnel. 
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both  technical  as  well  as  professional,   in  a  highly  competitive 
market . 

Congressman  Walgren's  legislation  would  alleviate  the 
disparity  between  Medicaid  and  other  providers  by  requiring 
states  to  make  payments  for  the  costs  of  nursing  personnel  in 
nursing  facilities  at  a  rate  that  is  at  least  equal  to  the 
minimum  rate  of  wages  and  benefits  in  a  given  locality.  H.R. 
1649  provides  for  a  specific  methodology  within  which  mean 
salaries  could  be  calculated,  and  establishes  labor  reimbursement 
criteria  which  could  be  used  to  evaluate  the  adequacy  of  any 
reimbursement  proposal .     The  nursing  home  industry  is  extremely 
dependent  upon  labor  to  fulfill  its  mission.     Without  adequate 
reimbursements  to  cover  the  costs  associated  with  this  labor 
component,  our  industry  will  be  unable  to  realize  the  challenge 
it  currently  faces,  and  more  importantly,  will  find  its  ability 
to  go  beyond  the  nurse  staffing  minimums  established  by  this 
Congress,  virtually  impossible  to  achieve. 

Current  Medicaid  reimbursement  principles  are  regulated  by 
the  Federal  government  in  a  rather  basic  fashion.     The  "cap"  on 
Medicaid  reimbursement  rates  is  created  by  the  establishment  of 
an  upper  limit  which,  in  the  aggregate,  may  not  exceed 
established  Medicare  reimbursement  levels  for  similar  services. 
The  lower  limit  is  set  by  the  various  states  at  a  limit  which  is 
sufficient  to  cover  the  costs  incurred  by  economically  and 
efficiently  operated  facilicies.     Clearly,  this  standard  has 
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failed.     Salary  data  provide  insight  into  the  problem.     AHCA  data 
shows  that  nursing  personnel  employed  in  nursing  homes  earn  an 
average  of  26.7  percent  less  than  their  counterparts  in 
hospitals.     More  specifically,  RNs  in  nursing  homes  earn  85 
percent  of  their  hospital  counterparts;  LPNs  earn  93.6  percent  of 
their  hospital  counterparts;   and  nurse's  aides  working  in  nursing 
homes  earn  68.2  percent  of  their  hospital  counterparts.     While  on 
the  surface  it  would  appear  that  nursing  home  based  LPNs  are 
close  to  their  hospital  counterparts,   it  should  be  noted  that  the 
employment  rate  of  LPNs  in  hospitals  is  limited;  for  all  intents 
and  purposes,  nursing  homes  set  the  market  rate  for  LPNs.  The 
problem  associated  with  the  lower  limits  is  that  during  the  past 
several  years.  Medicaid  reimbursements  have  been  set  at  levels 
far  below  the  costs  of  providing  services.     For  nursing  homes, 
the  increased  number  of  elderly,  the  increased  acuity  level  of 
residents,  the  expansion  of  Medicaid  funded  health  care  services, 
as  well  as  pressure  on  state  budgets  have  contributed  to  the 
establishment  and  perpetuation  of  inadequate  reimbursements  for 
nursing  home  services. 

Compounding  this  problem  is  the  current  shortage  of  all 
categories  of  nursing  personnel.     Competition  for  registered 
nurses,  as  well  as  licensed  vocational  and  practical  nurses  has 
exacerbated  the  problem  by  driving  wages  upward  while  Medicaid 
labor  reimbursements  have  failed  to  keep  pace.     The  net  result 
these  inadequate  payments  have  placed  nursing  homes  at  a  sever 
disadvantage  in  the  competition  for  labor.     Enactment  of  H.R. 


-3- 


128 


164  9  would  address  and  resolve  this  problem  by  simply 
establishing  a  fair  reimbursement  system  for  nursing  labor  costs 
incurred  by  niarsing  facilities. 

BACKGROUND 

The  Omnibus  Budget  Reconciliation  Act  of  1987   (P .L. 100-203) 
contains  several  provisions  aimed  at  increasing  the  quality  of 
care  as  well  as  the  quality  of  life  of  nursing  home  residents. 
AHCA  supported  the  reforms  embodied  in  OBRA  ^87  and  is  working 
with  its  constituent  state  associations  as  the  October  1,  1990 
implementation  date  draws  near  to  assure  that  these  reforms 
become  a  reality.     A  major  component  of  the  OBRA  ^87  provisions 
were  increases  in  nursing  personnel.     Prior  to  OBRA  ^87,  nurse 
staffing  standards  were  established  by  the  individual  states, 
relying  primarily  upon  the  services  of  licensed  nursing  personnel 
and  nurses  aides  to  provide  direct  services  to  residents.  In 
nursing  homes,   registered  nurses  served  primarily  in  an 
administrative  capacity,  or  as  charge  or  staff  nurses  in  skilled 
nursing  facilities  with  higher  than  average  acuity  levels. 

During  the  debate  on  the  nursing  home  reform  provisions  of 
OBRA  ^87,  Congressman  Walgren  proposed    an  amendment  which  would 
have  required  nursing  facilities  to  provide  the  services  of  at 
least  one  registered  nurse  in  each  facility  to  be  on  duty  24 
hours  per  day.     This  proposal  transcended  the  nursing  home  reform 
bill's  original  staffing  requirements.     The  Walgren  amendment  was 
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actively  lobbied  by  representatives  of  organized  nursing,  but 
ultimately,   in  the  full  Energy  and  Commerce  Committee  markup,  the 
Walgren  amendment  failed  on  a  20-20  tie  vote.     During  the  debate, 
it  became  clear  that  the  members  of  the  committee  were  genuinely 
interested  in  assuring  that  residents  of  nursing  facilities  have 
access  to  the  services  of  registered  nurses.     Although  the 
Walgren  proposal  was  a  laudable  goal,  the  nursing  home  industry 
expressed  concerns  regarding  the  availability  of  nursing 
personnel  to  fulfill  such  an  aspiration.     The  current  nursing 
shortage  was  not  yet  apparent  during  the  fall  of  1987  when  OBRA 
was  debated.     However,  many  labor  analysts  predicted  what  has  now 
been  realized  to  be  possibly  the  most  severe  shortage  of  nursing 
as  well  as  other  health  care  personnel  in  recent  history.  This 
phenomenon  has  been  compounded  by  the  increased  demand  for 
nursing  personnel  within  the  hospital  community  which  has 
resulted  due  to  a  multitude  of  factors,  not  the  least  of  which  is 
a  rise  in  patient  acuity.     In  recognition  of  this  shortage. 
Congress  included  waiver  provisions  for  nursing  facilities  which, 
after  diligent  and  quantifiable  efforts,  are  unable  to  recruit 
sufficient  numbers  of  nursing  personnel  to  fulfill  the  minimum 
requirements  ultimately  mandated  by  OBRA.     Since  passage  of  OBRA 
in  December  1987,  the  nursing  shortage  has  worsened.     As  the 
nursing  home  industry  faces  the  implementation  of  the  OBRA  ^87 
staffing  requirements  this  coming  October  1st,  many  facilities. 
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both  urban  as  well  as  rural,   are  anticipating  the  filing  of 
waiver  applications  with  their  state  governments.     While  the 
granting  of  a  waiver  for  these  staffing  requirements  will  offer  a 
short  term  resolution  to  this  problem,  they  will  not  solve  it. 

Subsequent  to  the  passage  of  P. L. 100-203,  representatives 
of  AHCA  met  with  Congressman  Walgren  to  develop  a  solution  to  the 
nursing  home  nurse  staffing  shortage.     The  product  of  these 
meetings  was  H.R.  1649,  legislation  that  focuses  upon  increasing 
nursing  staff  availability  in  nursing  homes  by  offering  wages  for 
nursing  personnel  which  are  competitive  with  hospitals  and  other 
health  care  providers  within  a  given  locality.     The  premise  of 
the  legislation  was  made  succinctly  by  Congressman  Walgen  in  his 
introductory  statement  which,   in  part  read:  "It  is  well 
documented  that  major  reason  nursing  homes  cannot  attract  and 
retain  nursing  staff  is  low  pay." 

PROVISIONS  OF  H.R.   164  9 

H.R.  1649  would  amend  title  XIX  of  the  Social  Security  Act 
to  permit  nursing  facilities  participating  in  the  Medicaid 
program  to  pay,  on  a  phased-in  basis,  nursing  personnel  at  a  rate 
at  least  equal  to  the  mean  rate  paid  nursing  personnel  employed 
outside  nursing  facilities. 

H.R.   1649  directs  the  individual  states  to  make  payment  for 
nursing  facility  services,   including  the  costs  of  wages  and 
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benefits  of  the  facility's  nursing  personnel    (including  nurses' 
aides)   who  provide  or  supervise  direct  care  of  residents  at  a 
rate  that  is  at  least  equal  to  the  minimum  rate  of  wages  and 
benefits  established  for  nursing  personnel  in  a  locality  in  the  '' 
State.     The  calculation  of  a  mean  rate  of  wages  and  benefits  paid 
in  each  locality  in  the  state  to  nursing  personnel  would  be 
established  by  conducting  a  survey  of  a  statistically 
representative  sample  of  nursing  personnel  outside  of  nursing 
facilities.     This  data  would  in  turn  be  submitted  to  the 
Secretary  of  Health  and  Human  Services,   and  once  approved,  would 
establish  the  adjusted  minimum  wage  rate  for  the  various 
categories  of  nursing  personnel  working  outside  of  nursing 
facilities.     A  similar  computation  would  be  made  for  nursing 
personnel  working  in  nursing  facilities  to  establish  a  baseline 
wage  rate  for  those  nurses  and  nursing  personnel.     The  intent  of 
the  legislation  is  to  bring  nursing  personnel  at  the  nursing 
facility  baseline  rate  up  to  the  adjusted  minimum  wage  rate  for 
nursing  personnel  working  outside  of  nursing  facilities.  This 
upward  adjustment  would  be  phased-in  over  a  four  year  period  in 
quarterly  increments. 

Safeguards  from  abuse  are  inherent  in  the  proposal.  Rather 
than  set-aside  a  sum  of  money  to  be  used  for  nursing  wages,  the 
established  adjusted  minimum  wage  rate  in  effect,  becomes  a 
minimum  level  which  the  states  must  reimburse  facilities  for 
their  labor  costs.     In  practice,   little  additional  administrative 
burden  is  added  to  the  reimbursement  system.     Any  facility 
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attempting  to  abuse  the  system  and  recoup  more  than  the  actual 
expended  wage  funds  would  be  subject  to  felony  provisions 
currently  in  law.     In  addition,  the  legislation  provides  for  the 
recovery  by  the  State,   from  a  nursing  facility,  such  amounts  that 
are  paid  to  the  facility  for  attaining  the  adjusted  minimum,  rate 
for  nursing  costs,  but  are  not  expended  by  the  facility. 
Conforming  amendments  for  state  plan  amendments,  where  necessary, 
are  also  provided  for  in  the  proposal. 

IMPACT  OF  THE  NURSING  SHORTAGE  ON  NURSING  FACILITIES 

Nursing  homes  provide  continuous  institutional  care  to 
their  residents  24  hours  per  day.     The  level  of  these  services 
varies  from  custodial  nursing  care  to  specialized  nursing  care 
for  more  seriously  ill  residents.     Currently,  the  federal  and 
state  governments  recognize  two  levels  of  nursing  home  care  - 
skilled  and  intermediate.     Skilled  nursing  facilities  (SNFs) 
staffing  requirements  currently  require  that  a  RN  serve  as 
director  of  nursing  on  a  full  time  basis,  and  provide  continuous 
24  hour  coverage  by  a  licensed  nurse.     Intermediate  Care 
Facilities   (ICFs)   are  not  subject  to  federal  staffing 
requirements.     However,  as  of  October  1,   1990,  these  staffing 
requirements  will  be  dramatically  affected  with  the 
implementation  of  the  nursing  home  reform  provisions  of  OBRA  ^87. 

More  than  70  percent  of  the  costs  associated  with  providing 
nursing  facility  services  is  attributable  to  labor  costs.  Of 
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this,   the  majority  of  costs  are  directly  related  to  nursing 
services.     Registered  nurses,   licensed  practical  and  vocational 
nurses,  and  nurses  aides  provide  direct  patient  care  services  to 
beneficiaries.     It  has  been  reported  that  more  than  65  percent  of 
all  nursing  facility  personnel  are  nurse's  aides,   and  that  this 
group  is  responsible  for  providing  more  than  80  percent  of  all 
patient  care  services.     However,   as  acuity  levels  of  residents 
rises,  the  need  for  more  licensed  nursing  personnel  becomes 
apparent .  ., , ,  -. 

Unfortunately,  the  nation  is  currently  in  the  midst  of  a 
nursing  shortage  that  is  impacting  upon  all  segments  of  the 
provider  community.     The  ability  to  recruit  and  retain  adequate 
nursing  personnel  is  becoming  more  and  more  difficult  each  day. 
This  problem  is  not  expected  to  abate  anytime  in  the  near  future 
as  evidenced  by  a  decline  in  nursing  school  enrollments.  Nursing 
facilities  are  particularly  hard  hit  by  the  shortage  with  their 
inability  to  effectively  compete  with  wages  and  benefits  being 
offered  by  hospitals.     In  addition,  the  advent  of  health  care 
reforms  that  were  enacted  by  Congress  in  the  early  1980s  have 
created  numerous  job  opportunities  for  professional  nurses, 
further  depleting  the  available  supply  for  direct  patient  care 
services. 

In  December  1987,   former  Secretary  of  Health  and  Human 
Services,  Otis  Bowen,  M.D.,  established  the  Secretary's 
Commission  on  Nursing  to  examine  the  causes  of  the  nursing 
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shortage  and  to  make  recommendations  on  how  both  the  public  as 
well  as  the  private  sector  could  best  address  and  resolve  the 
problem.     One  of  the  Commission's  first  tasks  was  to  identify 
where  the  shortage  of  nurses  was  most  acute.     Not  surprisingly, 
they  cited  nursing  homes  as  a  segment  of  the  health  care  delivery 
community  suffering  disproportionately  from  the  shortage. 

Once  the  Commission  had  completed  its  assessment  of  the 
shortage,   it  turned  its  attention  to  the  development  of  specific 
solutions.     Among  its  recommendations,  the  Commission  cited  two 
critical  factors  contributing  to  the  shortage  -  nurse 
compensation  and  health  care  financing.     In  short,  the  Commission 
cited  inadequate  wages  and  severe  wage  compression  over  the  span 
of  an  individual  nurse's  career  to  be  a  significant  contributor 
to  the  ability  to  recruit  students  into  the  nursing  profession. 
Secondly,  they  cited  health  care  financing  as  being  inadequate  to 
recruit  and  retain  sufficient  nurse  staffing.     "The  Commission 
recognizes  that  many  employers  of  nurses,  especially  those  in  the 
nursing  home  and  home  health  sectors,  may  not  have  sufficient 
financial  resources  to  support  the  compensation  enhancement 
advocated  in  the  preceding  recommendation"    (i.e.,  compensation). 
The  Commission  specifically  recommended  that,   "Congress  should 
direct  the  creation  of  specific  payment  methodologies  to  assure 
equity  between  hospital  nursing  salaries  for  nurses  working  in 
nursing  homes  and  home  health  agencies."     H.R.  1649  mirrors  this 
recommendation . 
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Compounding  the  problems  associated  with  the  nursing 
shortage  in  nursing  homes  is  the  image  associated  with  these 
facilities.     The  patient  population  of  nursing  homes  is,   for  the 
most  part,   comprised  of  elderly  individuals  with  chronic 
illnesses.     In  addition,  the  perception  of  nursing  homes  having 
to  deal  with  death  and  dying,  as  well  as  mental  and  physical 
deteriorations  does  not  attract  nurses  who  wish  to  work  in  a 
restorative  environment  such  as  a  hospital.     This  image  problem 
is  compounded,   and  perceptually  vindicated  by  the  lower  wages 
offered  by  nursing  homes.     Ironically,   it  is  the  nursing  facility 
which  has  the  potential  to  offer  individual  nurses  the  ability  to 
practice  their  profession  to  the  fullest  extent  and  to  provide 
restorative  nursing  care,  yet  has  a  more  difficult  time 
recruiting  adequate  staff  to  meet  its  needs. 

Turnover,  particularly  among  nurse's  aides,  is  another 
problem  compounding  the  shortage  of  nursing  personnel  in  nursing 
homes.     High  turnover  leads  to  staff  shortages  which  consequently 
results  in  a  lessening  of  patient  care  services.     The  National 
Center  for  Health  Statistics   (1979)  nursing  home  survey 
identified  that  approximately  65  percent  of  all  nursing  home 
personnel  are  nurse's  aides.     Individual  nursing  facilities 
report  turnover  rates  from  50  percent  to  400  percent  annually. 
Studies  that  have  been  conducted  over  the  years  have  found  wages 
and  benefits  to  be  a  significant  contributor  to  turnover  rates. 
AHCA  believes  that  not  until  these  wages  and  benefits  are  raised 
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to  competitive  levels  within  a  geographic  region,  will  the 
nurse's  aide  population  be  stabilized. 

The  most  recent  study  of  nursing  personnel  shortages  in 
nursing  homes  is  reflected  in  a  yet  to  be  released  survey 
conducted  by  the  American  Nurses'  Association.     Preliminary  data 
from  the  1989  survey  found  nursing  shortages  in  18.9  percent  of 
nursing  homes,   12.9  percent  in  home  health  agencies,  and  10.5 
percent  in  health  maintenance  organizations. 

In  sum,  the  capacity  of  nursing  homes  to  provide  quality 
care  to  residents  is  becoming  increasingly  jeopardized  by  the 
nursing  shortage.     The  major  contributing  factor  for  this 
phenomenon  can  be  directly  linked  to  the  individual  nursing 
facility's  inability  to  offer  competitive  wages  and  benefits  to 
qualified  applicants  in  a  diminishing  labor  market. 

INCREASES   IN  NURSE  STAFFING  REQUIREMENTS 

With  the  passage  of  OBRA  ^87,   several  nurse  staffing 
requirements  will  be  imposed  upon  nursing  facilities.     It  is  also 
important  to  note  that  the  distinction  between  SNFs  and  ICFs  will 
be  eliminated,  and  all  such  facilities  will  hence  forth  be 
deemed,   "nursing  facilities".     Beginning  on  October  1,   1990,  all 
Medicare  certified  facilities  must  provide  24  hour  licensed 
nursing  services  sufficient  to  meet  the  needs  of  its  residents. 
In  addition,  the  services  of  a  registered  nurse  must  be  available 
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8  hours  per  day,   7  days  per  week.     Waivers  for  those  RN  services 
in  excess  of  40  hours  per  week  are  provided  for  in  rural  areas 
only,   and  are  to  be  subjected  to  an  annual  review. 

Medicaid  staffing  requirements  mandated  by  OBRA  '87  are 
similar  in  that  they  require  24  hour  licensed  nursing  services 
and  must  also  provide  the  services  of  a  registered  nurse  for  a 
least  8  consecutive  hours  a  day,   7  days  per  week.     Medicaid  law 
will  provide  for  waivers  for  licensed  nursing  services  if  the 
facility  can  demonstrate  that  it  has  been  unable,  despite 
diligent  efforts,  to  recruit  adequate  nursing  personnel.     For  the 
Medicaid  program,  the  individual  States  have  the  authority  to 
grant  these  waivers.  -^-^  '     -  -  - 

An  April  1990  survey  on  nurse  staffing  needs  in  nursing 
homes  conducted  by  the  National  Committee  to  Preserve  Social 
Security  and  Medicare   (NCPSSM)   found  that,   "To  meet  the  federal 
requirements  effective  October  1,   1990,  thirty-four  percent  of 
the  nursing  homes  need  an  additional  5,434  RNs  and  eight  percent 
need  an  additional  1,103  LPNs."    This  anticipated  demand  for 
licensed  nursing  personnel,  in  conjunction  with  the  high  turnover 
rates  associated  with  nurse'  aides  will  make  the  administration 
of  an  individual  facility's  labor  force,  challenging  to  say  the 
least.     The  NCPSSM  study  also  compared  current  nurse's  aide 
staffing  ratios  to  a  proposed  nurse's  aide  standard  developed  by 
the  American  Nurses'  Association  which  calls  for  a  caregiver  to 
patient  ratio  of  1:8  during  the  day  shift,   1:10  evening,  and  1:15 
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at  night.     When  this  standard  was  compared  to  current  staffing 
patterns,  it  was  concluded  that  8/161  SNFs  and  5,005  ICFs  would 
require  additional  nurse's  aides  to  meet  this  proposed  standard. 

In  addition  to  the  licensed  nurse  staffing  requirements 
promulgated  by  OBRA  ^87,  the  law  provides  for  required  training 
of  nurses'  aides.     As  of  October  1,   1990,  all  nurses  aides  must 
undergo  a  minimum  of  75  hours  of  education  and  pass  a  state- 
approved  competency  evaluation  program  in  order  to  become 
certified. 

Clearly,  the  nursing-related  requirements  of  this  law 
represent  a  significant  increase  in  responsibility  of  nursing 
facilities  to  recruit  and  retain  qualified  nursing  personnel. 
The  impact  of  the  development  of  a  new  level  of  certified 
paraprofessional  nursing  personnel  is  still  uncertain.     It  is 
obvious  however  that  these  new  standards  are  being  imposed  at  a 
time  when  the  supply  of  qualified  applicants  is  scarce,  and  that 
funding  is,   in  our  opinion,  inadequate. 

AHCA  is  firmly  committed  to  enhancing  the  quality  of 
patient  care  services.     There  is  no  argument  that  increased  nurse 
staffing  is  the  best  way  to  immediately  achieve  a  higher  standard 
of  care  in  nursing  homes.     Our  concern  is  not  with  the  policy 
proposal,  but  with  the  failure  of  both  federal  and  state 
governments  to  adequately  provide  for  the  financial  resources  to 
achieve  these  worthwhile  goals.     Although  waivers  for  these 
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staffing  requirements  have  been  included  in  law,  we  fear  that  an 
inordinate  number  of  nursing  facilities  will  be  forced  to  seek 
such  waivers  in  light  of  the  current  nursing  shortage. 

FUNDING  RESOURCES  FOR  LONG  TERM  CARE 

The  patterns  for  financing  nursing  home  care  are  , r 

significantly  different  from  that  of  personal  health  care 
services.     Private  insurance  and  Medicare  constitute  almost  half 
of  all  personal  health  care  expenditures.     However,  these  two 
payors  account  for  less  than  2  percent  of  nursing  home  care. 
Conversely,  Medicaid  pays  for  the  nursing  facility  care  services 
of  65  percent  of  all  residents.  .  - 

According  to  the  Health  Care  Financing  Administration 
(1986)  ,  national  health  care  expenditures  for  nursing  hom.es 
totaled  $38.1  billion.     Direct  patient  payments  accounted  for 
50.9  percent.  Medicaid  for  41.5  percent,  Medicare  for  1.6  percent 
and  other  third  parties  for  6.0  percent.     The  fact  that  65 
percent  of  all  nursing  home  residents  are  Medicaid  beneficiaries 
while  Medicaid  funding  is  just  more  that  41  percent  of  revenues 
is  a  function  of  the  inadequacy  of  Medicaid  reimbursement  rates. 
Interestingly,  these  figures  demonstrate  a  shift  in  payment 
responsibility  between  private  pay  and  Medicaid  over  time.  In 
1975,  the  Medicaid  program (s)  paid  approximately  4  9  percent  of 
all  nursing  home  costs  whereas  in  1986,   it  financed  just  over  40 
percent.     Private  payors,  who  in  1975  accounted  for  slightly  more 
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than  40  percent  of  nursing  home  expenditures  rose  to  more  than  50 
percent  by  1986. 

The  AHCA  has  calculated  the  average  daily  cost  of  care  in  a 
nursing  facility  to  be  $55  per  day,   of  which  the  proportion  of 
wages  and  benefits  to  be  just  more  than  72  percent.     This  figure 
dramatically  demonstrates  the  labor  intensive  nature  of  nursing 
home  care.     Nursing  staff  alone  account  for  45  percent  of  these 
expenditures   (wages  and  benefits) .     This  data  reinforces  the 
significance  of  wages  and  benefits  in  nursing  home  staffing. 

A  fairly  recent  phenomenon  impacting  on  the  ability  of 
nursing  homes  to  secure  adequate  nurse  staffing  is  the  increased 
use  of  temporary  nurse  staffing  agencies.     The  dynamics  of  the 
nursing  labor  market  have  fostered  the  development  of  temporary 
agencies  that  provide  temporary  staffing  at  prices  generally 
above  prevailing  market  prices  for  similar  labor  services.  These 
agencies  are  often  times  attractive  to  potential  recruits  due  to 
their  ability  to  offer  higher  wages,  better  benefits,  and 
importantly,  more  desirable  schedules  to  their  workforce. 

Some  states  have  attempted  to  thwart  the  use  of  these 
agencies  by  capping  Medicaid  limits  on  nursing  salaries.  The 
agencies  argue  that  that  is  a  restraint  of  free  trade,  the  states 
contend  that  the  agencies  are  profiteering  at  the  expense  of  the 
Medicaid  program.     Aside  from  the  merits  of  each  argument,  the 
issue  demonstrates  the  critical  nature  of  the  nursing  shortage. 
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CONCLUSIONS 

Mr.  Chairman,   our  testimony  today  does  not  attempt  to  offer 
solutions  to,  or  resolve  all  of  the  issues  associated  with  the 
insufficient  numbers  of  nursing  personnel  available  to  work  in 
the  nursing  home  industry  or  elsewhere.     What  we  have  attempted 
to  do  however,   is  to  identify  those  factors  that  contribute  most 
heavily  to  the  shortage  of  nursing  personnel  within  our  industry, 
and  to  offer  our  support  for  a  proposed  remedy. 

As  I  have  noted  in  my  testimony  several  times,  the  failure 
of  the  Medicaid  program  to  adequately  fund  nursing  home  services 
to  achieve  the  levels  of  nurse  staffing  mandated  by  Congress  has 
prohibited  providers  from  achieving  a  level  of  care  that  goes 
beyond  a  minimum.     Nursing  homes  have  always  failed  in  their 
competition  with  hospitals  to  secure  adequate  nursing  personnel. 
Until  nursing  homes  can  offer  the  same  level  of  wages  and 
benefits  that  their  counterparts  in  the  acute  care  sector  are 
able  to  afford,  we  have  no  reason  to  believe  that  things  will 
change  for  the  better. 

OBRA  '87  has  presented  our  industry  with  a  laudable  goal  of 
increasing  our  nurse  staffing  requirements  dramatically. 
Although  the  staffing  requirements  are  desirable,  we  are 
confounded  as  to  how  we  will  achieve  these  new  goals  while  we  are 
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hindered  from  achieving  even  minimum  standards  now  in  effect. 
There  is  no  evidence  that  the  current  nursing  shortage  will  wain 
anytime  in  the  foreseeable  future. 

The  only  potential  legislative  solution  to  this  problem 
that  the  AHCA  is  aware  of  is  Congressman  Walgren's  bill,  H.R. 
1649.     While  we  would  welcome  a  resolution  of  all  of  the  economic 
inequities  in  Medicaid  reimbursement  policies  regarding  nursing 
homes,   a  resolution  of  this  matter  with  regards  to  nurse  staffing 
would  yield  the  greatest  benefit  in  terms  of  quality  care  for 
residents.     Thank  you. 
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Mr.  Waxman.  Thank  you. 

I  want  to  indicate  we  are  being  summoned  to  the  House  floor  for 
a  vote. 

We  are  going  to  recess  to  respond  to  that  vote  and  return  as 
quickly  as  we  can  to  hear  your  testimony  and  to  go  forward  with 
the  hearing. 

[Brief  recess.] 

Mr.  Walgren  [presiding].  Let  me  call  us  back  to  order. 
The  chairman  will  be  returning  immediately.  We  should  start 
and  return  to  Mr.  Rodgers  statement. 

STATEMENT  OF  MICHAEL  RODGERS 

Mr.  Rodgers.  We  appreciate  the  opportunity  to  testify  this  morn- 
ing on  behalf  of  the  American  Association  of  Homes  for  the  Aging. 
I  would  like  to  commend  Chairman  Waxman  for  convening  these 
hearings  and  also  you,  Mr.  Walgren,  for  introducing  legislation 
that  we  think  takes  an  important  first  step  to  assuring  quality. 

The  legislation  before  us  today,  H.R.  1649,  recognizes  two  impor- 
tant factors.  First  is  the  importance  of  nursing  personnel  within 
nursing  facilities.  This  committee  is  well  aware  that  over  half  the 
employees  within  their  facilities  fall  into  this  category.  Second  is 
that  adequate  financing  needs  to  be  provided  to  guarantee  quality 
care. 

In  1988,  the  Secretary's  Commission  on  Nursing  did  an  excellent 
job  at  documenting  critical  shortages  of  nursing  personnel  through- 
out the  country,  especially  in  rural  areas.  The  report  went  on  to 
talk  about  and  document  adequacy  of  compensation  for  all  nursing 
personnel. 

Clearly  the  problem  is  more  acute  in  nursing  facilities  where  reg- 
istered nurses  earn  between  15,  25,  or  35  percent  less  than  their 
counterparts  in  hospitals.  There  is  also  quality  disparity  between 
licensed  practical  nurses  and  nurse  aides. 

I  think  that  the  subcommittee  is  well  aware  of  the  statistics  and 
the  reports  that  have  been  provided  in  relationship  to  problems 
with  nursing  personnel. 

AAHA  is  especially  concerned  with  the  approaching  date  for  new 
requirements  for  participation.  Our  concern  is  even  exacerbated  by 
the  fact  that,  in  spite  of  concerted  efforts  by  the  Congress  to  make 
sure  HCFA  and  the  States  have  been  provided  specific  guidance  in 
financing,  very  little  has  happened  since  the  enactment  of  OBRA. 

We  would  remind  the  committee  AAHA  supported  the  provisions 
of  OBRA.  Problems,  we  believe,  however,  are  going  to  be  expanded 
on  October  1,  1990  when  these  additional  staffing  and  training  re- 
quirements go  into  place  without  adequate  reimbursement  at  the 
present  time. 

We  salute  the  provisions  in  H.R.  1649.  It  begins  to  recognize  the 
importance  of  achieving  wage  parity  for  all  nursing  personnel.  It  is 
certainly  an  important  first  step  in  assuring  quality.  Additionally, 
the  legislation,  we  believe  will  begin  to  create  incentives  for  indi- 
viduals to  consider  long-term  nursing  careers.  It  establishes  a  proc- 
ess to  insure  higher  salary  levels,  gradually  phased  in  as  well  as 
safeguards  to  insure  the  facilities  use  the  increased  reimbursement 
for  nursing  personnel. 
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We  have,  however,  several  concerns  on  how  the  legislation  might 
be  strengthened  or  further  clarified.  First  of  all,  in  committee 
markup  or  potential  committee  markup,  we  would  hope  the  sub- 
committee would  have  additional  specifications  on  methodologies 
for  calculating  mean  nursing  costs.  We  provided  some  examples  in  j 
our  testimony.  Additionally,  we  think  that  the  legislation  needs  to  j 
insure  that  States  provide  for  adequate  payment  for  these  kinds  of  | 
costs.  The  legislation  might  include,  for  instance,  not  only  addition- 
al oversight  on  the  part  of  the  Health  Care  Financing  Administra- 
tion, but  perhaps  more  oversight  on  the  part  of  Congress  in  this 
regard. 

We  are  going  to  see  some  wide  disparities  in  costs  right  now.  In 
Washington,  for  instance,  the  State  has  estimated  the  cost  at  96 
cents  per  day  to  implement  OBRA.  Our  respective  associations, 
however,  come  up  with  much  different  and  much  higher  figures. 
California  has  indicated  they  are  going  to  have  a  difficult  time  in 
paying  for  OBRA  costs  and  there  have  been  some  reports  they  are 
not  intending  to  pay  for  the  increased  costs  associated  with  OBRA. 
Even  in  your  home  State,  Mr.  Walgren,  the  Federal  courts  have  re- 
jected the  Medicaid  plan  as  initiated  by  the  State. 

Second,  we  believe  the  legislation  needs  to  insure  continuous! 
monitoring  in  nurses'  wages  and  benefits.  The  legislation  will  cor-| 
rect  problems  currently  but  such  assurances  need  to  be  provided] 
for  ongoing  parity  for  nursing  wages. 

Third,  we  think  Congress  needs  to  consider  Medicare  payments  I 
under  this  legislation  as  well.  We  realize  Medicare  is  not  part  of 
the  jurisdiction  of  this  committee,  but  certainly  this  committee  has 
tremendous  influence  in  the  Congress.  Perhaps  you  can  convince 
the  Ways  and  Means  Committee  of  the  importance  of  including|j 
nurse  passthroughs  as  well. 

Finally,  we  think  the  legislation  needs  to  provide  some  provisions! 
for  career  ladders  for  nursing  personnel.  The  legislation  establishes! | 
mean  rates  and  we  would  like  to  see  perhaps  some  additional  in- 
centives considered  for  those  personnel  who  have  worked  in  long-j 
term  care  facilities  for  many  years. 

We  look  forward  to  working  with  the  subcommittee  and  again! 
extend  our  appreciation  to  you,  Mr.  Walgren,  for  your  efforts  in| 
this  regard. 

[The  prepared  statement  of  Mr.  Rodgers  follows:] 

Prepared  Statement  of  Michael  Rodgers,  American  Association  of  Homes  for 

THE  Aging 

Mr.  Chairman,  Members  of  the  Committee,  I  am  Michael  Rodgers,  of  the  Amerij 
can  Association  of  Homes  for  the  Aging.  We  are  a  national  nonprofit  associatiorJ 
representing  over  3,500  nonprofit  facilities  providing  health  care,  housing,  continu 
ing  care  retirement  programs,  and  community  services  to  more  than  500,000  oldei 
individuals  every  day.  Over  seventy  percent  of  AAHA  homes  are  affiliated  with  reli 
gious  organizations,  while  the  remaining  are  sponsored  by  private  foundations,  fra 
ternal  organizations,  government  agencies,  unions  and  community  groups.  Witl 
strong  community  involvement  and  longstanding  community  ties,  AAHA's  member 
are  committed  to  meeting  the  physical,  social,  emotional  and  spiritual  needs  of  thei 
residents  in  a  manner  which  enhances  residents,  sense  of  self-worth  and  dignity 
and  allows  them  to  function  at  their  highest  level  of  independence. 

Mr.  Chairman,  we  appreciate  the  opportunity  to  testify  on  behalf  of  our  associa 
tion  concerning  the  need  for  nursing  personnel  in  our  facilities  to  be  compensated  a 
rates  comparable  to  hospitals  and  other  similar  employers. 
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The  proposed  legislation,  H.R.  1649,  is  a  response  to  the  concerns  of  long-term 
care  nursing  facilities  nationwide  that,  because  of  the  severe  shortage  of  nursing 
personnel  at  all  levels,  they  will  not  be  able  to  continue  to  assure  quality  care  to 
their  frail  elderly  and  disabled  residents.  As  critical  as  this  problem  is  for  hospitals 
and  physicians,  it  is  even  more  so  for  nursing  facilities,  most  of  which  are  unable  to 
offer  nursing  personnel  wages  competitive  to  those  offered  by  these  other  employers. 

Concern  about  the  shortage  of  registered  nurses  has  been  growing  for  several 
years,  as  nursing  facilities  reported  increasing  difficulties  in  filling  vacancies.  The 
Commission  on  Nursing  of  the  Department  of  Health  and  Human  Services,  which 
reported  in  1988,  found  a  national  average  nursing  vacancy  rate  of  11.3  percent  in 
1986.  The  rate  for  nursing  facilities,  however,  was  much  higher — a  startling  20  to  25 
percent. 

This  shortage  is  likely  to  be  exacerbated  after  October  1,  1990,  when  provisions  of 
the  Omnibus  Budget  Reconciliation  Act  of  1987  [OBRA]  raise  the  staffing  levels  of 
intermediate  care  facilities  by  requiring  licensed  nursing  personnel  to  be  present  in 
nursing  facilities  24  hours  a  day,  every  day.  OBRA  also  requires  registered  nurses 
on  the  day  shift  seven  days  a  week.  Nurse  aides  in  nursing  facilities  are  also  re- 
quired to  meet  minimum  training  and  competency  requirements  which  do  not  apply 
to  other  health  care  settings.  AAHA  supported  these  provisions  of  the  law  because 
we  believe  they  will  improve  the  quality  of  care  in  nursing  facilities.  Our  members 
are  concerned,  however,  that  additional  nursing  staff  may  not  be  available,  and  that 
facilities  will  not  be  compensated  for  the  additional  nursing  personnel  needed  to  ful- 
fill OBRA's  staffing  requirements. 

Congress  addressed  sore  elements  of  the  problem  by  enacting  nurse  shortage  pro- 
visions in  the  Omnibus  Health  Act  of  1988.  These  provisions  will  raise  financial  aid 
to  students  and  schools  of  nursing,  and  will  establish  a  long-term  care  nurse  prac- 
tice demonstration  project,  funded  by  HHS  grants  to  nonprofit  collegiate  schools  of 
nursing. 

A  major  problem  remains,  in  which  nursing  facilities  increasingly  are  unable  to 
hire  sufficient  nurse  personnel  due  to  the  disparity  in  wages  between  nursing  facili- 
ty staff  and  staff  of  other  types  of  institutions  or  of  private  practicing  physicians. 
According  to  the  Commission,  on  average,  registered  nurses  in  nursing  facilities 
earn  35  percent  less  than  their  hospital  counterparts.  Similar  salary  differentials 
exist  for  licensed  practical  nurses,  nurse  aides  and  other  nursing  personnel  in  the 
same  area. 

The  current  legislation,  H.R.  1649,  focuses  on  the  need  to  offer  nursing  personnel, 
from  registered  nurses  to  nurse  aides,  incentives  to  work  in  the  rewarding  but  often 
stressful  field  of  care  for  frail,  chronically  ill,  often  elderly  individuals.  Its  goal  is  to 
achieve  parity  between  rates  paid  to  nursing  facility  staff  and  staff  of  facilities  or 
programs  such  as  hospitals  and  home  health  care  that  pay  more  lucrative  wages. 
Because  the  amount  of  increase  is  to  be  determined  based  on  the  differential  be- 
tween current  nursing  personnel  salaries  in  long-term  care  and  other  types  of  facili- 
ties, the  bill  would  enable  nursing  facilities  to  gradually  raise  salaries  to  rates  that 
are  competitive. 

We  support  the  goal  of  this  legislation.  We  do,  however,  have  some  concerns  with 
the  bill  as  written.  First,  we  consider  that  some  provisions  of  the  bill,  as  written, 
lack  clarity.  In  particular,  several  key  terms— "locality,"  "benefit,"  and  "outside 
nursing  facilities"  would  need  to  be  defined  in  order  to  clarify  the  procedures  to  be 
implemented  under  this  legislation. 

Benefits  may  be  particularly  difficult  to  measure  in  a  survey  unless  the  term 
"benefit"  is  defined  precisely.  Health  care  facilities  offer  a  variety  of  benefits  to  em- 
ployees as  incentives,  and  the  type  of  package  often  depends  on  the  market  in  a 
given  geographic  area.  We  have  to  be  careful  that  limiting  the  mandated  survey  to 
easily  quantifiable  benefits  does  not  dissuade  nursing  facilities  from  providing  other 
types  of  benefits  and  working  conditions,  for  example,  daycare  and  flexitime,  that 
might  have  an  equally  positive  effect  on  recruitment  and  retention  of  nurse  person- 
nel. 

Our  second  concern  is  that  the  legislation  only  offers  one-time  corrective  action  to 
bring  salaries  of  nursing  personnel  in  long-term  care  facilities  m  line  with  those  in 
higher  paid  health  care  facilities  and  programs.  By  the  time  the  phasein  period  is 
completed,  nursing  facilities  would  have  achieved  parity  with  four-year  old  salaries 
in  similar  health  care  settings.  Parity  needs  to  be  assured  on  an  ongoing  basis  if 
nursing  personnel  are  to  continue  to  be  attracted  to  positions  in  nursing  facilities. 

Furthermore,  the  legislation  applies  only  to  payments  made  on  behalf  of  Medicaid 
residents,  and  does  not  include  Medicare.  Thus,  an  adjustment  is  made  only  for 
Medicaid  beneficiaries,  and  not  for  all  beneficiaries  of  federal  programs.  The  act 
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should  include  Medicare  payments  as  well,  with  Medicare  cost  limits  raised  to  ac- 
commodate the  increase. 

Finally,  the  legislation  focuses  on  assuring  that  nursing  personnel  in  nursing  fa- 
cilities are  paid  the  minimum  rate  offered  to  other  nurse  personnel  in  the  communi- 
ty. While  this  approach  will  ameliorate  current  staffing  difficulties  in  connection 
with  entry  level  nursing  personnel,  it  will  not  enable  facilities  to  attract  more  expe- 
rienced workers. 

According  to  a  survey  of  nurse  compensation  reported  in  Modern  Healthcare  last 
December,  the  thorniest  problem  for  registered  nurses  desiring  to  remain  in  the 
nursing  field  is  that  health  care  facilities  do  not  establish  career  ladders  or  incen- 
tive pay  systems  that  adequately  reward  experienced  individuals  or  those  with  spe- 
cific qualifications.  A  nurse  at  the  top  is  paid  very  little  more  than  a  beginner  in 
the  profession.  Nursing  facilities  have  long  recognized  that  nursing  personnel  at  all 
levels  need  to  be  able  to  view  their  work  with  the  residents  as  a  career.  They  have 
had  difficulty  encouraging  this  attitude  in  their  employees  because  of  lack  of  finan- 
cial resources.  As  currently  written,  H.R.  1649  will  not  help  nursing  facilities  ad- 
dress this  problem. 

In  closing,  I  would  like  to  reiterate  that  we  support  the  concept  of  this  legisla- 
tion— to  raise  the  salaries  of  nursing  personnel  in  nursing  facilities  to  a  level  com- 
parable to  salaries  of  similar  employees  of  other  health  care  providers.  While  we 
recognize  that  it  will  take  more  than  equity  in  pay  to  solve  the  nursing  shortage, 
this  bill  is  a  significant  start.  It  is  important  to  stress,  however,  that  the  adjustment 
of  nursing  salaries  without  addressing  other  systemic  needs  of  the  long-term  care 
nursing  system  will  achieve  only  a  limited  objective.  The  Health  Care  Financing  Ad- 
ministration [HCFA]  should  be  required  to  assume  more  responsibility  for  assuring 
that  state  Medicaid  programs  provide  adequate  payment  for  all  costs  of  providing 
care  to  Medicaid  residents,  including  nursing  care.  In  addition,  HCFA  should  be  re- 
quired to  update  its  skilled  nursing  facility  cost  limits  using  current  data  which  in- 
clude the  increased  staffing  costs  facilities  have  had  to  pay  in  recent  years. 

Mr.  Chairman,  I  look  forward  to  working  with  you  on  H.R.  1649,  as  well  as  on 
these  other  changes  which  are  needed  to  assure  that  the  Medicare  and  Medicaid 
programs  make  adequate  payments  for  quality  care  for  program  beneficiaries. 

Mr.  Walgren.  Thank  you  both  for  that  testimony. 
It  is  certainly  helpful  and  constructive  and  will  help  us  work  on 
this  issue  here. 

I  would  like  to  ask  a  couple  of  questions  to  both  of  you.  I  would 
like  to  follow  up  on  an  issue  that  was  raised  earlier  by  the  Chair- 
man with  Dr.  Harrington  of  the  first  panel,  relating  to  an  experi- 
ence in  California. 

Dr.  Harrington  noted  in  her  testimony  that  on  at  least  two  occa- 
sions when  California  provided  additional  funds  for  nursing  person- 
nel in  nursing  homes,  the  new  moneys  were  not  fully  allocated  to 
those  employees.  According  to  Dr.  Harrington,  some  20  percent  of 
California's  nursing  facilities  made  no  wage  passthroughs  at  all  to 
their  nursing  personnel,  even  though  they  allocated  funds  for  that 
purpose. 

You  have  argued  that  wage  parity  is  certainly  the  number  one 
issue  that  has  to  be  addressed  in  retaining  nursing  personnel.  Why 
then  didn't  some  of  those  nursing  homes  in  California  use  the  addi- 
tional funds  provided  for  wage  support? 

Can  either  of  your  respond  to  that? 

Mr.  WiLLGiNG.  I  think  it  is  an  interesting  issue  and  there  are  two 
sides  to  every  issue.  The  industry  has  argued  one  position.  I  know 
Dr.  Harrington  on  a  number  of  occasions  has  argued  the  other. 

I  think  our  conclusion — in  working  with  your  staff,  Mr.  Chair- 
man— was  that  the  best  thing  to  do  for  a  situation  like  that  was  to 
construct  a  bill  where  that  cannot  possibly  happen  one  way  or  the 
other.  In  other  words,  under  your  legislation,  H.R.  1649,  if  the 
moneys  are  not  paid  out  to  the  nursing  personnel,  the  moneys  are 
not  collected  by  the  facility.  For  those  cases  where  there  is  prospec- 
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tive  system  in  place— that  is  where  the  additional  moneys  that 
would  be  required  as  far  as  nursing  personnel  are  concerned  are 
anticipated  and  put  into  the  perspective  system  up  front — there  is 
also  an  auditing  and  payback  provision  in  the  bill.  As  you  have 
drafted  it,  the  situation  in  California — whether  it  happened  or 
not — could  not  happen. 

Mr.  Walgren.  Could  I  ask  Mr.  Rodgers,  as  well,  when  you  would 
specifically  like  to  see  us  pursue  a  system  as  Mr.  Willging  has  just 
said,  if  the  moneys  are  not  paid  out  for  wages  then  they  are  not 
received  by  the  facility,  or  some  kind  of  direct  payment  that  could 
never  not  be  passed  through? 

Mr.  Rodgers.  We  believe — I  have  to  take  another  look  at  the  leg- 
islation— but  we  believe  your  bill  provides  for  that  and  I  think  that 
generally  speaking,  we  would  support  that  contention.  But  we 
thought  at  least  by  looking  at  the  legislation,  that  it  provided  for 
those  kinds  of  safeguards. 

Mr.  Walgren.  How  did  the  California  provision  provide  for  the 
passthrough? 

What  failed  there?  Did  the  California  provision  provide  for  a 
direct  passthrough? 

Mr.  Willging.  I  think  you  could  refer  to  those  provisions,  if  you 
want  to  use  the  vernacular,  as  the  difference  between  a  trickle- 
down  approach  and  a  percolate  up  approach. 

An  amount  of  money  was  provided  in  California  to  facilities  with 
the  intention  that  money  trickle  down  to  nurses'  wages.  The  argu- 
ment that  has  been  raised  by  some  is  that  not  all  the  money  trick- 
led down.  I  believe  it  was  20  percent  of  the  facilities  were  cited 
where  none  of  it  trickled  down.  To  again  use  the  vernacular,  the 
way  we  look  at  the  language  in  your  legislation  is,  the  wages  would 
percolate  up.  If  the  money  is  paid  to  personnel  it  gets  reimbursed. 
It  in  effect  avoids  the  alleged  situation  in  California. 

Mr.  Walgren.  All  right.  Then  to  summarize  both  of  your  state- 
ments, let  me  ask  you  if  this  would  be  a  fair  representation  of  your 
position. 

That  given  the  experience  in  California,  and  as  well  as  the  state- 
ment of  AHCA  being  committed  to  address  the  parity  issue,  you 
would  have  no  objection  to  amending  or  so  constructing  this  bill, 
we  hope  this  committee  will  report  it  out  in  such  a  way  so  as  to 
insure  that  nurses  and  nurse  aides  do,  in  fact,  receive  the  higher 
wages  that  are  called  for  in  the  legislation. 

Mr.  Willging.  We  would  not  only  not  object,  Mr.  Chairman,  we 
would  support  that  position. 

Mr.  Rodgers.  I  think  I  can  speak  for  our  association  in  that 
regard,  as  well. 

Mr.  Walgren.  One  way  we  could  provide  this  is  to  amend  the 
nursing  home  reform  law  to  add  an  additional  requirement  that  fa- 
cilities must  meet  in  order  to  participate  in  the  Medicaid  program. 
That  new  requirement  would  require  that  State  facilities  must  pay 
their  nurses  and  nurse  aides  in  accordance  with  the  minimum 
wage  rate  provisions  established  under  the  legislation,  H.R.  1649. 

I  gather  from  your  testimony  that  both  of  you  would  support 
that  concept. 

Mr.  Rodgers.  I  think  that  that  concept  needs  to  be  linked  to  ade- 
quate assurances  that  States  are  going  to  recognize  those  costs.  I 
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think  that  the  States  are  an  important  actor  in  this  regard.  The 
States  are  extremely  important  in  terms  of  recognizing  that  cost 
and  we  have  got  some  concerns.  I  think  Dr.  Willging  also  shares 
some  of  those  concerns  in  relationship  to  the  increase  in  board 
member  suits  we  have  seen  across  the  country. 

The  provisions  would  be  fine  so  long  as  we  could  get  adequate 
assurances  that  the  Federal  Medicaid  and  State  Medicaid  recognize 
those  costs. 

Mr.  Willging.  I  think  the  question  is  the  guarantees  the  States 
will  do  what  that  legislation  does.  We  had  very  strong  language  in 
OBRA  at  the  outset  that  said  these  new  standards  had  to  be  accom- 
modated in  State  Medicaid  rates. 

Yet,  we  have — as  recently  as  last  week  seen  the  State  of  Califor- 
nia pass  legislation  that  says  that  not  one  additional  penny  will  go 
to  OBRA. 

That  puts  nursing  homes  in  an  incredible  bind.  We  want  OBRA. 
We  think  it  is  overdue.  We  know  OBRA  requires  additional  staff- 
ing. But  we  see  a  number  of  States  saying  it  is  a  Federal  bill;  let 
the  Feds  pay  for  it. 

Mr.  Walgren.  The  gentleman  from  Florida,  Mr.  Bilirakis. 

Mr.  Bilirakis.  Thanks,  Mr.  Chairman. 

It  is  also  the  case  of  let's  look  to  the  Federal  Government. 

Of  course,  it  is  a  Federal  bill  but  the  States  would  be  required 
and  mandated  under  the  legislation  to  put  up  their  particular 
share,  and  we  know  what  has  been  happening  to  some  of  the  States 
around  the  country  in  terms  of  tremendous  deficits  as  some  of  it  is 
the  result  of  Federal  mandates  without  Federal  Government  pro- 
ceeding to  come  up  with  basically  the  money  support  for  those  Fed- 
eral mandates,  and  this  is  what  we  are  talking  about  here. 

This  bill  will  cost,  what,  $2.6  million  over  5  years  and  that  is  just 
the  Federal  portion. 

The  fiscal  impact  on  the  States  would  be  about  the  same,  would 
it  not? 

Mr.  Willging.  About  the  same. 

Mr.  Bilirakis.  Well,  I  am  a  supporter  of  this  legislation.  Assum- 
ing this  legislation  would  take  care  of  the  wage  rate  differential  for 
nursing  personnel  in  nursing  homes,  would  the  quality  of  nursing 
homes  then  be  improved? 

Mr.  Willging.  I  think  there  is  no  question  the  quality  would  be 
improved.  If  I  could  again  point  to  my  remarks,  the  premise  under- 
lying OBRA  was,  in  fact,  we  needed  personnel  v/ho  could  fulfill 
these  new  requirements  in  nursing  homes.  We  needed  more  person- 
nel. We  needed  more  training  for  such  personnel.  We  needed  more 
sophistication. 

I  think  there  has  been  no  question  in  the  view  of  today's  wit- 
nesses that  have  appeared  before  this  panel  up  to  this  point,  that 
the  quality  of  care  suffers  when  staffing  is  not  adequate.  And  it's 
worse  when  staffing  suffers  turnover  rates. 

This  industry  defies  understanding  when  you  look  at  turnover 
rates.  We  are  talking  about  an  average  among  nurse  aides  of  100 
percent  across  the  country.  In  some  facilities,  we  have  seen  as 
much  as  400  percent  of  staff  turnover  in  1  year. 
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I  think  previous  witnesses  made  it  quite  clear  that  that  is  due  to 
some  considerable  extent,  to  a  disparity  of  wage  rates  between 
nursing  home  personnel  and  hospital  personnel. 

I  would  also  agree  that  wages  are  not  sufficient  for  high  quality 
care.  They  are  necessary,  but  not  sufficient.  I  think  we  would  not 
disagree  with  some  of  the  previous  comments.  Good  management,  a 
caring  attitude,  a  recognition  that  one  is  in  this  business,  not  for 
the  business,  but  to  provide  care — they  are  all  important  factors. 
You  need  wages  along  with  that,  but  not  as  a  substitute  for  that. 

Mr.  BiLiRAKis.  You  pretty  much  read  my  mind,  that  is  what  I 
wanted  to  get  into.  There  are  other  problems,  obviously,  and  this  is 
one  of  them. 

It  is  certainly  a  major  one.  I  wasn't  here  for  all  of  the  question- 
ing, but  you  know,  my  personal  opinion  is  from  what  I  see  back 
home,  and  there  are,  so  many  nursing  homes  in  Florida  and  in  my 
district,  in  general  you  do  a  darn  good  job. 

There  are  ranges,  some  are  better  than  others,  but  in  general, 
thank  God  for  nursing  homes.  We  are  going  through  it  right  now, 
my  sister  being  the  only  girl  in  the  family  has  been  taking  care  of 
my  mother  for  years,  ever  since  we  lost  my  dad  a  few  years  ago. 

But  really  she  has  reached  the  point  where  she  is  almost  around 
the  bend,  and  social  services  at  the  hospital  even  called  me  person- 
ally here  to  say,  look,  when  your  mother  finally  gets  out  of  the  hos- 
pital she  is  going  to  have  to  go  to  a  nursing  home,  your  sister  can't 
take  total  responsibility. 

We  are  all  very  grateful  for  you  good  people  and  we  know  you 
are  in  it  to  make  a  living,  you  have  got  to  be.  We  are  talking  about 
raising  nurses  wages  so  they  can  stay  in  it  and  make  a  living. 

Profit  is  not  a  nasty  word,  but,  of  course,  we  are  concerned  about 
the  passthroughs  being  adequate  and  being  adequately  controlled. 

Thank  you,  Mr.  Chairman. 

Mr.  Walgren.  Thank  you,  Mr.  Bilirakis. 

Would  the  gentleman  want  to  respond  in  any  way  to  the  gentle- 
man from  Florida? 

Mr.  WiLLGiNG.  I  could  not  add  to  a  testimonial  like  that. 

Mr.  Walgren.  It  is  so  important  to  have  that  kind  of  participa- 
tion in  the  Congress  and  it  makes  you  appreciate  the  system  of 
Government  we  have,  where  you — where  each  of  us  are  facing  the 
same  kind  of  circumstances  in  our  own  individual  lives  that  every- 
one of  the  public  and  all  our  citizens  face,  and  it  goes  a  long  way  in 
making  the  Government  sensitive  to  being  doing  the  right  thing. 

I  know  on  this  committee  not  just  Mr.  Bilirakis,  but  others,  also, 
have  had  direct  family  experiences  with  relying  on  nursing  homes 
for  something  that  is  just  so  central  to  all  that  they  want  to  see  life 
mean.  I  hope  it  will  help  us  be  as  responsive  as  we  should  be. 

The  gentlemen  from  Florida  is  foremost  in  that  movement. 

Dr.  Willging,  following  up  on  another  topic  that  Dr.  Harrington 
touched  on  this  morning.  She  said  that  growth  in  nursing  home 
rates  charged  to  patients  for  1989  was  11.2  percent.  You  point  out 
that  72  percent,  almost  three-quarters,  of  the  daily  cost  of  nursing 
homes  is  labor.  Almost  two-thirds,  the  largest  part  of  the  labor,  is 
in  nursing  personnel. 

So  we  have  the  rates  going  up  a  certain  percentage  and  we  know 
the  labor  nursing  costs  are  the  largest  part  in  that. 
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Did  the  amount  of  the  wages  and  the  benefits  for  that  labor  for 
the  nursing  personnel  go  up  in  proportion  to  the  11  percent  last 
year? 

Mr.  WiLLGiNG.  I  can't  say  it  was  exactly  proportional  but  it  was 
very  close,  Mr.  Chairman.  In  fact,  the  data  I  have  submitted  to  the 
committee  shows  that  on  average  cost,  all  categories  of  nursing 
personnel  went  up.  Yet,  we  still  find  nursing  personnel  making 
36.4  percent  less  than  their  counterparts  in  hospitals. 

We  find  that  is  not  true,  uniformly,  across  the  country.  In  the 
Northeast,  in  particular,  because  of  the  incredible  shortage  of  nurs- 
ing personnel,  r^tes  have  been  moving  up  rather  dramatically. 
With  respect  to  LPN's  in  the  Northeast,  we  find  nursing  homes  are 
paying  10  percent  more  than  hospitals. 

The  problem  is,  on  a  national  basis,  we  still  have  that  great  dis- 
parity. Although  we  have  been  able  to  increase  salaries  dramatical- 
ly, in  many  cases  this  has  not  been  as  dramatically  as  hospitals 
have  been  able  to  increase  salaries. 

I  am  on  the  board  of  a  hospital  in  Maryland.  We  signed  a  new 
Contract  with  our  nursing  personnel  that  had  a  20  percent  increase 
over  1  year's  period  of  time. 

We  are  struggling  with  the  disparity  that  already  exists.  I  would 
like  to  take  some  issue  with  the  suggestion  by  Dr.  Harrington  that 
somehow  the  money  is  going  to  administration  and  profits.  She 
cited  statistics  from  two  chains.  What  she  didn't  indicate  was  that 
one  was  a  hospital  chain,  MME,  and  the  other  was  a  chain  called 
Manor  Care,  which  has  been  able  to  maintain  profitability  because 
it  emphasizes  primarily  private  pay  patients. 

One  has  to  look  at  something  less  than  selective  statistics  when 
arguing  where  the  moneys  may  have  gone.  We  know  that  for  the 
industry  as  a  whole,  profitability  has  been  very  much  less  than  in 
the  hospital  sector.  We  also  know  in  terms  of  administrative  costs, 
true  pure  administrative  costs  account  for  only  about  10  to  12  per- 
cent of  the  operating  costs  of  nursing  homes.  These  dollars  are  not 
going  into  profits,  acquisitions  and  administration;  they  are,  for  the 
most  part,  going  into  labor. 

Mr.  Walgren.  You  mention  the  profitability  the  private  pay 
homes,  homes  that  focus  on  non-Medicaid  care  beds,  I  gather,  and 
only  accept  private  pay  patients.  Are  nurses  in  private  pay  facili- 
ties paid  generally  more  than  nurses  in  facilities  that  have  a  large 
presence  of  Medicaid/ Medicare  beds? 

Mr.  WiLLGiNG.  On  average  I  think  you  would  find  they  are.  I 
would  have  to  get  that  data  for  you  and  submit  it  for  the  record, 
Mr.  Chairman. 

Mr.  Walgren.  I  would  appreciate  that  if  you  would. 

It  is  interesting  to  sense  so  much  about  the  economics  of  these 
areas  we  can.  If  there  is  some  way  to  make  an  observation  about 
the  levels  of  pay  between  private  pay,  and  certainly,  Medicare/ 
Medicaid  beds,  that  would  be  very  helpful. 

[The  following  information  was  submitted:] 
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American  Health  Care  Association, 

Washington,  DC,  September  26,  1990. 

Ruth  Katz, 

Counsel,  Subcommittee  on  Health  and  the  Environment,  Washington,  DC. 
Reference:  Hearing  on  H.R.  1649  (Walgren,  D-PA) 

Dear  Ms.  Katz:  I  am  writing  in  response  to  the  question  posed  by  Congressman 
Walgren  during  the  above  referenced  hearing  held  on  July  20,  1990  with  regard  to 
wages  paid  to  nursing  home  nursing  staff  and  the  portion  of  private  pay  residents  in 
the  facility.  I  apologize  for  the  delay  in  getting  back  to  you. 

Our  staff  economist  has  just  completed  an  empirical  analysis  of  this  issue  using 
the  1985  National  Nursing  Home  Survey  data  collected  by  the  National  Center  for 
Health  Statistics.  A  regression  analysis  isolated  a  small,  positive  relationship  be- 
tween the  proportion  of  private  pay  and  nursing  staff  wage  levels.  However,  this 
relationship  was  never  found  to  be  strong  enough  to  be  statistically  significant. 

Our  results  indicate  that  observations  over  the  full  range  of  observed  private  pay 
proportions  do  not  confirm  the  existence  of  a  positive  relationship  between  nursing 
wages  and  the  private  pay  proportion.  However,  the  data  does  indicate  that  it  is 
much  more  likely  that  the  existence  of  private  pay  residents  leads  to  increased 
nurse  staffing  ratios,  and  this  has  been  empirically  confirmed  by  Gottesman  (1974) 
and  Bishop  (1980). 

I  trust  that  this  information  sufficiently  addresses  the  question  posed  by  Congress- 
man Walgren.  If  you  need  any  further  information,  please  feel  free  to  contact  me  at 
your  convenience. 
Sincerely, 

Paul  Willging,  Executive  Vice  President. 

Mr.  Walgren.  Maybe  there  is  a  way  to  look  at  private  pay 
mixed  facilities  with  a  portion  of  each,  and  those  that  are  dominat- 
ed by  Medicaid/ Medicare  beds. 

The  cite  of  Dr.  Harrington  of  the  two  nursing  home  chains  and 
the — her  testimony  that  generally  nursing  homes  have  been  quite 
profitable  in  the  1970's  and  1980's,  is  that  your  experience,  as  well, 
that  the  nursing  home  industry  as  an  industry  has  had  profitabil- 
ity rates  somewhere  in  the  target  range,  13  to  20  percent? 

Mr.  Willging.  Quite  the  opposite.  I  am  always  intrigued  to  listen 
to  the  allegations  about  the  high  profitability  of  this  industry.  We 
wish  it  were  true.  It  is  easy  to  provide  selective  statistics  as  Dr. 
Harrington  has.  There  is  national  data  available.  She  made  a  point 
of  the  profitability  of  chains.  She  talked  about  41  percent  of  nurs- 
ing beds  being  chain  operated. 

We  have  national  data  stemming  from  the  Securities  and  Ex- 
change Commission.  We  have  looked  at  that  and,  indeed,  the  best 
year  over  the  past  10  years  in  terms  of  net  revenue — she  also 
talked  about  return  on  equity.  If  I  have  $1  of  equity  in  nursing 
homes,  my  return  on  equity  is  100  percent.  That  is  a  meaningless 
figure.  One  should  look  at  net  revenues.  Net  revenues  in  1985  and 
1986,  based  on  SEC  data  was  about  6  to  7  percent.  In  1988,  the  last 
year  for  which  we  have  data,  the  net  revenue  was  minus  1  percent. 
I  would  argue  that  is  not  a  great  amount  of  profitability. 

Mr.  Walgren.  Is  the  SEC  data  the  only  data  that  is  available  to 
us,  the  industry  does  not  have  a  compilation  of  some  kind? 

Mr.  Willging.  One  of  our  biggest  problems  is  the  lack  of  data.  It 
is  the  only  national  data  base  we  have  unlike  the  Medicare  pro- 
gram which  is  the  primary  support  mechanism  for  hospitals.  Med- 
icaid is  the  primary  support  mechanism  for  nursing  homes.  We 
have  51  separate  data  bases  and  unfortunately,  we  don't  have  the 
kind  of  information  regarding  nursing  homes  that  we  have  with  re- 
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spect  to  hospitals,  so  we  do  look  for  surrogate  data  such  as  SEC 
data. 

Mr.  RoDGERS.  From  an  antidotal  perspective,  I  might  add,  the 
American  Association  of  Homes  for  the  Aging  represents  nonprofit, 
not  for-profit  homes. 

What  we  are  beginning  to  experience — at  least  what  we  are 
hearing  from  our  members — is  that  they  are  beginning  to  dip  into 
endowments  and  other  types  of  fundraising  in  order  to  support 
their  offset,  the  lack  of  funding  they  might  get  in  terms  of  reim- 
bursement. 

Clearly  a  lot  of  this  is  antidotal  right  now,  but  we  do  know  of 
some  facilities  that  had  to  close  down  because  of  inadequate  reim- 
bursement. 

I  cite  the  example  of  Little  Sisters  of  the  Poor  in  Michigan  which 
had  a  facility  and  relied  on  years  for  the  nuns  to  provide  care. 
There  weren't  as  many  nuns  going  to  that  order.  They  had  to  go 
out  and  purchase  that  service  on  the  outside  market.  They  weren't 
able  to  do  it  based  on  their  Medicaid  population  and  were  running 
into  $40,000  a  month  deficit  spending.  They  just  couldn't  do  it.  The 
order  decided  they  needed  to  close  the  facility  and  transfer  pa- 
tients. Clearly,  we  hate  to  see  things  like  that  happen,  especially 
with  organizations  who  have  devoted  their  entire  mission  to  help- 
ing older  people. 

Mr.  Walgren.  All  right.  Let  me  ask  that  if  there  is  some  table  or 
view  of  the  SEC  data  that  you  would  like  to  submit,  we  would  cer- 
tainly appreciate  that  for  the  record. 

I  gather  the  net  income  is  important,  but  return  on  equity  over 
time,  if  it  is  relatively  constant,  is  really  what  an  investor  is  look- 
ing for,  I  would  imagine,  inasmuch  as  there  may  be  some  areas 
where  a  little  bit  of  equity  can  put  you  in  a  position  of  generating 
substantial  cash  flow,  which  may  not  be  reflected  in  large  percent- 
age of  net  income.  But  nonetheless,  return  on  equity  may  be  quite 
substantial. 

Mr.  WiLLGiNG.  There  is  no  question.  I  think  I  would  agree  with 
you  wholeheartedly  with  respect  to  the  investor;  return  on  invest- 
ment is  the  key  issue.  I  was  speaking  more  whether  or  not  there  is 
this  mythical  pot  of  money — massive  amounts  of  funding — that 
could  be  used  to  deal  with  some  of  the  underlying  problems  facing 
the  industry. 

The  one  we  are  talking  about  today  is  the  availability  of  funds  to 
provide  adequate  reimbursement  to  nursing  personnel.  We  need 
new  dollars,  new  cash  to  be  able  to  pay  our  nursing  personnel  ade- 
quate living  wages. 

Mr.  Walgren.  Well,  it  would  be  helpful  if  you  could  give  us  some 
review  of  return  on  equity  over  time  to  see  what  this  20-year 
period  looks  like.  It  is  useful  to  know  those  things  in  terms  of  being 
able  to  make  such  judgment  about  the  stability  of  the  industry  and 
what  resources  would  be  available  to  it. 

Mr.  WiLLGiNG.  We  would  be  happy  to  do  so. 

Mr.  Walgren.  Mr.  Bilirakis. 

Mr.  Bilirakis.  Just  very  quickly,  Mr.  Chairman.  It  may  have 
been  asked. 

Are  there  nursing  homes,  sir,  which  refuse  Medicaid  patients? 
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Mr.  WiLLGiNG.  There  are  nursing  homes  which  refuse  Medicaid 
patients  altogether.  Very  few  as  it  turns  out.  The  16,000  certified 
nursing  homes — certified  for  Medicare  and  Medicaid — almost  all  of 
them  accept  at  least  a  percentage  of  Medicaid  patients. 
The  so-called  profitmaking  nursing  homes  have  a  percentage  in 
j     terms  of  their  residents  of  65  percent  Medicaid,  and  35  percent  pri- 
I     vate  pay.  The  nonprofit  nursing  homes  in  this  country,  of  which  I 
j     also  represent  about  1,000,  have  a  reverse  percentage.  That  is,  non- 
j     profit  nursing  homes  in  this  country — this  is  data  from  the  Nation- 
al Center  for  Health  Statistics — have  a  Medicaid  percentage  of  35 
percent  and  a  non-Medicaid  percentage  of  65  percent. 

So  it  is  not  an  issue  of  profitability;  it  is  not  an  issue  of  how 
much  money  one  can  make  by  not  accepting  Medicaid  patients.  I 
think  it  is  a  twofold  issue:  One,  there  is  religious  preferences  some- 
times in  some  of  the  nonprofit  facilities.  And  two,  one  cannot  in 
most  States  provide  the  array  of  services  most  nursing  homes 
would  like  to  provide  if  they  are  dependent  exclusively  on  Medicaid 
rates.  The  higher  the  percentage  of  private  pay  patients,  the  more 
likely  it  is  you  can  expand  upon  and  provide  the  services  to  the  pa- 
tients. In  other  words,  the  private  pay  patient  subsidizes  the  Medic- 
aid patient. 

Mr.  BiLiRAKis.  Should  nursing  homes  have  the  right  to  refuse 
Medicaid  patients? 

Mr.  WiLLGiNG.  I  think  until  such  time  as  Congress  or  the  States 
deal  with  the  underlying  reality  that  most  Medicaid  programs  do 
not  cover  the  cost  of  providing  the  service,  then  the  facilities  are 
going  to  have  to  have  the  authority,  the  right,  to  generate  a  bal- 
ance within  the  structure  of  the  facility  that  allows  them  to  be  able 
to  pay  for  the  entire  array  of  services  they  provide.  You  have  got  to 
be  able  to  assure  that  the  Medicaid  program  is,  indeed,  paying  for 
the  cost  of  service  before  one  could  mandate  a  first  come,  first 
serve  requirement. 

Mr.  BiLiRAKis.  Are  we  talking  about  some  nursing  homes  that 
refuse  all  Medicaid  patients?  In  other  words,  zero? 

Mr.  WiLLGiNG.  There  are  some  nursing  homes,  I  could  probably 
find  out  the  percentage.  For  the  record,  yes,  there  are  some  not  cer- 
tified at  all  for  the  Medicare  or  Medicaid.  It's  a  small  minority,  but 
some  are  not  certified  at  all  to  provide  services. 

Mr.  BILIRAKIS.  Not  certified  at  all,  but  that  is  not  the  reason  they 
refuse  a  Medicaid  patient. 

Mr.  WiLLGiNG.  If  you  are  not  certified,  you  cannot  accept  a  Med- 
icaid patient.  They  simply  prefer  to  participate  in  the  private 
market 

Mr.  RoDGERS.  I  think  Dr.  Willging's  statistics  are  accurate.  I 
would  point  out  from  the  standpoint  of  the  nonprofit  side,  we  don't 
have,  as  you  just  talked  about,  return  on  equity.  Our  facilities  tend 
to  be  in  this  for  a  good  long  time  and,  therefore,  we  need  to  make 
the  dollars  on  the  service  side  rather  than  on  a  real  estate  transac- 
tion side. 

So  from  that  standpoint,  I  think  it  might  explain  why  there  is 
some  difference  in  Medicaid  versus  private  pay  populations  in 
nursing  homes  and  the  difference  between  nonprofit  and  for-profit 
facilities. 

Mr.  Waxman.  Thank  you,  Mr.  Bilirakis. 
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Gentlemen,  I  appreciate  you  testimony.  I  had  some  questions.  I 
understand  they  have  been  asked.  I  was  pleased  to  hear  what  you 
had  to  say.  We  will  look  forward  to  working  with  you  on  this  issue. 

Under  H.R.  1649,  State  Medicaid  programs  would  be  responsible 
for  paying  the  increased  wage  and  benefit  rates  required  by  this 
legislation.  Our  last  witness  in  today's  hearing  represents  the  direc- 
tors of  those  programs  and  is  here  to  discuss  the  potential  impact 
of  H.R.  1649  on  the  States  and  their  Medicaid  programs. 

Ms.  Elaine  Fuller  is  director  of  the  Bureau  of  Medical  Services — 
which  administers  the  Medicaid  program — for  the  State  of  Maine. 
She  is  testifying  on  behalf  of  the  State  Medicaid  Directors'  Associa- 
tion, which  is  part  of  the  American  Public  Welfare  Association.  As 
a  member  of  SMDA,  Ms.  Fuller  serves  as  the  organization's  Chair 
of  its  nursing  home  reform  work  group. 

We  are  pleased  to  welcome  you  today.  Your  prepared  statement 
is  in  the  record  in  full.  We  would  like  you  to  limit  your  oral  state- 
ment to  5  minutes. 

STATEMENT  OF  ELAINE  FULLER,  DIRECTOR,  BUREAU  OF  MEDI- 
CAL SERVICES  (MAINE),  ON  BEHALF  OF  STATE  MEDICAID  DI- 
RECTORS' ASSOCIATION,  AMERICAN  PUBLIC  WELFARE  ASSO- 
CIATION 

Ms.  Fuller.  Thank  you.  It  is  a  pleasure  to  be  here. 

I  would  also  add  to  your  comments  about  who  I  am  and  who  I 
represent.  The  Bureau  of  Medical  Services  does  licensing  and  certi- 
fications of  all  our  health  care  facilities  and  agencies. 

I  am  also  a  registered  nurse  by  training,  and  have  a  graduate 
degree  in  public  administration.  My  career  in  State  government  in 
these  kinds  of  positions,  other  than  as  a  public  health  nurse — was 
in  licensing  and  certification.  For  11  years  I  was  in  charge  of  the 
many  changes  that  took  place  in  nursing  homes  during  that  period 
of  time. 

I  want  to  say  that  the  State  Medicaid  agencies  recognize  the  good 
intentions  of  this  bill.  Certainly  wages  are  a  significant  factor  in 
recruitment  and  retention  of  staff  in  nursing  homes.  We  are  also 
concerned  about  the  quality  of  care  provided  in  our  nursing  facili- 
ties. 

However,  as  you  know,  and  I  know  you  have  heard  before.  State 
agencies  and  governors  are  opposed  to  further  Medicaid  mandates. 
We  are  already  experiencing  great  difficulty  implementing  those 
that  have  been  imposed  in  the  past  few  years.  The  States  are  expe- 
riencing many  fiscal  problems  of  their  own. 

We  do  feel  the  bill  is  a  unilaterally  costly  approach  to  a  multifa- 
ceted  problem,  as  I  think  some  of  the  other  speakers  have  pointed 
out.  Wages  and  benefits  are  one  factor  contributing  to  the  problem. 
But  they  are  not  necessarily  answers  to  access,  as  has  been  shown 
with  some  other  providers  under  the  Medicaid  program.  Our  testi- 
mony identifies  some  concerns  about  other  recently  passed  and  pro- 
posed legislation. 

The  general  nursing  shortage  is  a  significant  factor  in  the  staff 
shortage  of  nursing  facilities.  Hospitals  have  staff  vacancy  rate 
turnover  and  retention  problems.  Nursing  staff,  including  nurse 
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aides,  have  been  found  to  leave  to  take  even  lower  paying  positions 
than  working  in  nursing  homes. 

The  bill  does  not  propose  to  recognize  differences  in  responsibil- 
ity or  educational  level.  That  should  be  reflected  in  wages,  and 
these  responsibilities  do  differ  significantly  in  various  specialties.  I 
would  also  point  out  the  pools  of  different  categories  of  nursing 
staff  vary  considerably  in  different  settings. 

The  number  of  licensed  nurses  in  hospitals  is  many  times  that  in 
nursing  homes.  Our  experience  is  they  preen  the  best  aides  from 
many  of  the  long-care  term  facilities,  particularly  when  they  are 
experiencing  shortages  of  licensed  nurses.  We  went  through  this  re- 
cently in  the  State  of  Maine.  They  were  not  using  nurse  aides  in 
hospitals  for  several  years.  As  they  experienced  shortage  of  li- 
censed nurses,  they  started  using  nurse  aides. 

Using  wages  paid  to  aides  in  hospitals  as  a  standard  for  wages  in 
nursing  homes  is  not  fair,  because  that  is  just  simply  going  to  drive 
up  the  costs  since  hospitals  do  pay  more  to  nurse  aides;  we  know 
that.  But  they  don't  use  anywhere  as  many  nurse  aides. 

I  would  also  point  out  a  point  made  by  someone  else.  A  wage  in- 
crease cannot  be  attributed  to  staffs  serving  Medicaid  recipients,  as 
this  bill  proposes.  Rates  for  Medicare  and  private  pay  patients 
would  have  to  reflect  those  increases.  Recoupments  are  easier  said 
than  done.  Recoupment  negates  the  underlying  premise  of  the  pro- 
spective reimbursement  system.  That  is  a  system  95  percent  of  the 
States  use  for  paying  nursing  homes.  It  also  causes  some  problems 
during  the  time  you  are  recouping  funds,  because  that  takes  away 
from  the  operating  capital  for  a  nursing  facility. 

The  timeframes  of  the  bill  for  a  State  Medicaid  agency  are  quite 
impossible.  We  need  adequate  staff  for  doing  the  required  surveys. 
It  is  an  additional  burden  for  States  and  providers  to  complete  that 
information,  to  analyze  the  data,  develop  levels.  We  would  have  to 
change  regulations  and  statutes,  and  we  would  have  to  seek  legisla- 
tive appropriations.  There  is  absolutely  no  question  about  that.  We 
cannot  possibly  do  those  things  within  the  6  months  this  bill  would 
allow. 

In  our  testimony  we  suggest  some  other  remedies  for  staffing 
shortages  such  as  nursing  education  issues. 

I  would  like  to  talk  about  what  Maine  has  done  about  the  short- 
age of  nursing  staff.  I  would  agree  with  a  lot  of  the  comments 
made  here  today  about  the  outcomes  of  poor  care  and  the  impact 
on  staff.  I  would  also  point  out  that  in  order  to  change  the  patterns 
of  care  in  nursing  homes,  you  have  to  educate  the  nursing  staff, 
not  simply  give  them  more  money.  You  also  have  to  bring  them  up 
to  speed  on  current  standards  of  care  and  get  them  to  change  how 
they  care  for  patients  in  long-term  care  facilities.  That  comes  back 
to  some  basic  nursing  education  issues. 

Maine  did  a  study  of  nursing  aides  back  in  1986  and  1987.  We 
have  two  reports  that  were  prepared — I  have  copies  with  me  if  any- 
body is  interested  in  them.  We  found  a  turnover  rate  of  64  percent 
at  a  time  when  we  were  experiencing  shortages.  We  have  required 
aide  training  for  many  years,  and  in  fact,  the  study  found  the  turn- 
over rates  were  greater  in  homes  with  a  higher  per  diem  rate  and 
in  homes  that  did  not  show  a  profit.  For  some  reason,  they  showed 
a  higher  turnover  of  staff. 
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Wages  were  deemed  by  administrators  as  the  major  reason  for 
the  shortage.  They  talked  about  career  opportunities. 

We  also  had  a  nursing  commission  that  looked  at  licensed 
nurses'  issues  as  they  related  to  our  health  care  delivery  system. 

I  would  be  glad  to  answer  any  questions.  Thank  you. 

[Testimony  resumes  on  p.  167.] 

[The  prepared  statement  of  Ms.  Fuller  follows:] 
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STATEMENT  OF  ELAINE  FUT.LER  ON  BEILALF  OF 
STATE  MEDICAID  DIRECTORS'  ASSOCIATION,  AMERICAN  PUBLIC  WELFARE  ASSOCIATION 


Mr.  Chairman,  members  of  the  Committee,  I  am  Elaine  Fuller,  Director  of  the  Bureau  of 
Medical  Services  in  Maine.  I  am  here  today  to  represent  the  State  Medicaid  Directors* 
Association  (SMDA)  of  the  American  Public  Welfere  Association.  I  serve  as  the  current 
chairwoman  of  the  SMDA  Nursing  Home  Reform  Work  Group  and  as  a  member  of  the 
SMDA  Executive  Committee.  I  am  a  Registered  Nurse  by  training  with  a  graduate  degree  in 
Public  Administration.  Prior  to  becoming  the  Medicaid  Director,  I  spent  11  years  in  charge  of 
the  Maine  Office  of  Long  Term  Care  Facility  Licensure  and  Certification.  This  office  is 
responsible  for  ensxiring  that  nursing  facilities  compty  with  all  apphcabie  federal  and  state 
statutes  and  regulations.  My  experiences  have  made  me  keenly  aware  of  staffing  issues  and 
quality  of  care  concerns  in  these  facilities. 

On  behalf  of  the  SMDA,  I  appreciate  the  opportunity  to  speak  with  you  about  KR  1649. 
This  bill  would  require  state  agencies  to  provide  nursing  facility  rate  adjustments  to  finance 
wage  and  benefit  increases  for  nursing-related  personnel  in  these  facilities  in  order  to  raise  the 
nursing  facility  wage  and  benefit  Tninimiim  to  a  level  equal  to  the  average  wages  and  benefits 
of  nursing  persoimel  working  in  other  settings  within  a  locality. 

State  agencies  are  concerned  about  improving  access  to  health  care  services  for  the  poor  and 
are  equally  concerned  about  the  quality  of  the  care  provided.  The  experience  of  many  states 
over  the  years  has  shown  that  increased  funding  levels  do  not  always  reap  improved  access  or 
quality  of  care.  Because  of  this  experience,  State  Medicaid  agencies  have  several  concerns 
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about  this  bill  Our  concerns  run  the  spectrum  from  general  issues  regarding  the  approach  of 
the  bill,  to  the  practicality  of  specific  concepts  embodied  in  the  bill,  and  finalty  to  the  technical 
issues  sun  ounding  implementation  of  the  provisions  of  the  proposal 

THE  APPROA  CH  OF  H.R.  1649 

As  I  am  sure  you  are  well  aware,  the  vast  majority  of  state  agencies  and  governors  stand  in 
opposition  to  further  mandated  Medicaid  expansions.  The  number  of  federally  imposed 
mandates  since  1987  have  been  exceptional  --  nursing  home  reform,  coverage  of  Qualified 
Medicare  Beneficiaries  and  Qualified  Working  Disabled,  several  expansions  in  coverage  of 
children,  infants  and  pregnant  women,  changes  to  disproportionate  share  hospital 
reimbursement,  and  greatly  expanded  services  under  the  EPSDT  program,  to  name  a  few. 

State  governments  are  having  considerable  difficulty  funding  all  the  new  expansions  in 
eligibility,  services,  and  regulatory  requirements  such  as  nursing  home  reform.  State  agencies 
are  having  extreme  difficulty  meeting  rapidly  changing  program  requirements  within  very  short 
time  frames  without  adequate  federal  agency  guidance.  Sound  public  policy  requires  thorough 
planning  at  the  state  level  which  is  not  possible  within  Medicaid  at  this  time  due  to  the  scope 
and  nature  of  recent  federal  mandates. 

H.R.  1649  represents  a  potentially  costfy  mandate  that  causes  state  agencies  great  concern.  In 
addition  to  our  general  position  on  mandates,  we  are  concerned  about  the  orientation  of  the 
bill  and  whether  or  not  it  would  truly  achieve  the  desired  goal  In  times  of  fiscal  restraint  at 
the  state  level,  policy  implications,  costs  and  outcomes  must  be  carefulty  weighed.  While  the 
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concept  of  this  bill  is  relatively  simple  --  pay  more  to  a  certain  segment  of  health  c:  r_  vv  jiker^ 
-  the  implementation  would  not  be  nearly  so  facile.   In  addition,  the  costs  of  this  proposal 
would  be  substantial  in  many  states.  Given  the  general  parameters  of  the  problem,  we  are  not 
convinced  the  approach  of  H.R.  1649  would  represent  money  well-spent 

State  agencies  are  increasingly  concerned  about  recently  enacted  and  proposed  legislation 
which  require  unilateral  approaches  to  multi-faceted  problems  when  the  outcome  ii  not 
certain.  The  OBRA  '89  obstetric  and  pediatric  provider  adequate  payment  provision  is  an 
example.  SMDA  believes  that  this  requirement  will  not  address  key  factors  affecting  physician 
participation  such  as:  malpractice  costs;  geographic  distribution  of  providers;  red  tape  resulting 
in  large  part  from  federally  imposed  requirements;  and  the  percieved  difBculty  of  treating 
Medicaid  clients.  Qearly,  provider  participation  is  a  complex  issue,  but  OBRA  '89  requires 
Medicaid  to  pay  these  providers  at  rates  that  will  assure  client  access  on  par  with  the  insursc 
population  in  a  geographic  area.  It  is  not  at  all  clear  that  this  is  possible  around  the  coimtry, 
but  states  will  expend  considerable  resources  on  uncertain  outcomes,  given  the  diversity  of 
factors  that  give  rise  to  the  problem. 

Provisions  of  the  Community  and  Facility  Habilitation  Services  legislation  under  consideration 
by  this  Subcommittee  also  represent  this  type  of  singular  approach.  The  bill  would  reqtiire 
establishment  of  Tnim'Tnum  federal  compensation  guidelines  for  providers  of  home  and 
community  based  services.  The  biH  would  stipulate  that  the  compensation  guidelines  assiire 
reduced  turn-over  of  direct  care  persoimeL  This  provision  assumes  payments  are  the  most 


160 


significant  factor  and  seemingly  ignores  all  the  interactive  recruitment  and  retention  issues 
which  cannot  necessarily  be  accounted  for  through  payments  rates. 

H.R  1649  represents  a  similar  approach.  Staffing  shortages  and  high  turnover  rates  in  nursing 
facilities  are  related  to  many  diverse  factors.  The  bill  seems  to  presume  that  wages  and 
benefits  are  the  major  cause  of  staff  shortages  and  turnover.  State  agencies  do  not  concur  with 
this  analysis.  Govenunent  intervention  in  setting  wage  levels  for  certain  workers  can  thwart 
the  incentives  that  a  marketplace  philosophy  provides  such  as  work  enviromnents,  educational 
level,  staff  development,  and  opportunities  for  advancement 

Nursing  facility  operators  have  found  that  several  other  means  of  attracting  and  retaining 
nursing  staff  can  be  equally  important  including:  the  provision  of  on-site  child  care;  allowing 
flexible  work  schedules  for  weekends  or  schedules  to  accommodate  people  who  wish  to  work 
less  than  forty  hours  per  week;  full  tuitidn  reimbursement  for  training;  emphasis  on  career 
development  and  advancement;  development  of  'tailored'  benefit  packages  which  allow 
employee  choice  among  benefit  type  and  scope;  and  transportation  assistance  of  various  types. 
Nursing  facilities  should  be  allowed  to  design  various  compensation  packages,  working  within 
the  context  of  state  minimum  wage  laws  and  other  state  requirements. 

Creative  methods  of  addressing  the  nursing  personnel  shortage  are  being  developed  and 
employed  to  varying  degress.  New  approaches  are  necessary  given  the  nature  and  causes  of 
the  recruitment  and  retention  problems. 
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NURSING  PERSONNEL  SHORTAGES 

The  SMDA  believes  that  nursing  facility  staff  shortages  cannot  be  viewed  in  isolation.  There  is 
a  general  shortage  of  nursing  personnel  across  the  nation  in  all  health  sectors.  We  question 
how  this  bill  could  address  this  larger  issue  through  its  singular  focus  on  Medicaid  payment  to 
nursing  facilities.  It  is  the  larger  problem  of  RN,  LPN  and  nurse  aide  availability  on  a  system- 
wide  basis  that  will  continue  to  plague  nursing  facilities.  While  the  studies  cited  as  the  basis  for 
this  bill  highlight  nursing  facility  nurse  aide  turnover  at  70%  to  100%  per  year,  RN  turnover  in 
acute  care  hospitals  has  been  shown  to  be  as  high  as  200%  in  some  hospitals. 

Nursing  personnel  turnover  is  due  to  a  variety  of  dissatisfactions,  many  of  which  are  more 
causal  than  wages  and  benefits.  Although  hospitals  have  a  difficult  time  recruiting  and 
retaining  RNs,  LPNs,  and  nurse  aides,  it  appears  that  the  nursing  facility  problem  is 
exacerbated  because  there  is  less  interest  in  the  field  of  geriatric  long  term  care  then  there  is  in 
provision  of  acute  medical  care.  In  addition,  there  is  a  high  degree  of  Tjum-out'  associated 
with  provision  of  geriatric  long  term  care.  In  a  certain  sense,  the  patients  can  be  difficult  to 
care  for  given  the  nature  of  their  illnesses  and  disabilities.  Patients  frequently  do  not 
'improve,'  given  their  age  or  illness  which  does  not  always  provide  the  care  giver  with  a  sense 
of  satisfaction.  The  work  is  frequently  routine  and  docs  not  constitute  cutting-edge  medicine 
nor  life  and  death  treatment 

The  highly  institutional  setting  of  a  nursing  facility  and  the  constant  pressure  to  comply  with 
rigid  paperwork  requirements  can  pose  recruitment  and  retention  difficiilties.  The  highly 
structured  delivery  of  routine  care  required  to  meet  certification  standards  can  also  be 
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detrimental  to  recruitment  and  retention.  These  types  of  nursing  facility  staffing  issues  lead  to 
a  further  state  agency  concern  about  the  impact  of  nursing  home  reform  on  facility  staffing 
since  the  thrust  of  the  law  imposes  greater  institutional  requirements  of  the  type  that  staff 
aheady  cite  as  a  major  source  of  dissatisfaction. 

Anecdotally,  Minnesota  has  found  that  nvurse-aides  often  leave  nursing  facilities  to  work  for 
lower  wages  in  adult  foster  care.  Nurse  aides  have  stated  to  state  agency  staff  that  the  foster 
care  work  allows  greater  freedom  of  interaction  because  worker/patient  relations  can  be  less 
structured.  The  foster  care  system  often  recruits  their  nurse  aide  staff  from  nursing  facilities. 
Clearly  wages  are  not  the  issue  here.  We  are  further  concerned  about  the  potentially  adverse 
impact  on  staf&ng  of  the  highly  regulated  approach  to  community  care,  as  expressed  in  the 
optional  community  care  proposals  before  this  Subcommittee.  Of  particularly  concern  is  the 
potential  effect  on  the  adult  foster  care  system. 

FISCAL  IMPACT  ON  THE  HEALTH  CARE  SYSTEM 

RR  1649  does  not  seem  to  acknowledge  that  nursing  care  in  different  settings  means  highly 
different  things.  Long  term  care  is  technically  less  demanding  than  ER,  OR,  or  ICU  nursing 
care.  Should  this  differential  in  responsibility  be  reflected  in  wages  and  benefits?  What  will  a 
rise  in  the  wage  and  benefit  floor  for  less  demanding  care  services  do  to  medical  cost  inflation 
as  the  whole  pay  scale  moves  upward?  It  could  be  highly  inflationary  to  annually  adjust 
nursing  facility  persoimel  wages  and  benefits  to  the  wages  of  personnel  in  other  settings  -- 
whose  wages  presumably  would  increase  aimually  to  maintain  pay  distinctions  and  continue  the 
recruitment  edge  of  non-long  term  care  settings.    Indexing  nursing  facility  wages  could 
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adversely  affect  some  of  the  other  sectors  that  use  similar  persomiel,  such  as  home  heahh 
agencies.  Some  of  these  agencies  rely  on  United  Way  funding  and  client  contributions  for 
significant  revenues  and  therefore  cannot  readily  raise  salaries  and  wages.  The  pool  of 
different  categories  of  nursing  staff  is  also  a  significant  consideration.  The  number  of  licensed 
nurses  in  hospitals  is  far  in  excess  of  those  employed  in  nursing  facilities;  conversely,  the 
number  of  nurse  aides  in  nursing  facilities  far  exceeds  those  in  hospitals.  Most  hospitals  use 
very  few  nurse  aides  and  in  fact  may  recruit  many  of  the  best  nurse  aides  firom  long  term  care 
settings  because  they  can  offer  higher  wages  to  the  smaller  numbers.  When  a  hbspital  hires  a 
nurse  aide  at  a  higher  wage  than  a  nursing  facility,  it  is  still  paying  a  lower  wage  than  if  it  had 
recruited  a  licensed  nurse.  This  bill  does  not  address  the  realities  of  the  labor  market  and 
would  drive  up  costs  substantially. 

We  do  not  believe  Congress  should  mandate  wage  levels  when  wages  are  not  the  central  issue 
and  then  anticipate  that  significant  problems  will  be  resoh^ed.  More  money  into  the  system  is 
not  always  prudent  nor  does  it  ahvays  represent  a  true  solution  to  the  problems  at  hand. 
Several  states  have  pay  comparability  within  parameters  of  job  responsibilities  and  the  like. 
Others  have  included  wage  increase  pass  throughs  in  their  rates.  There  is  littie  evidence  to 
suggestjthat  these  measures  have  resolved  the  problems  recognized  in  this  bilL  We  would  urge 
Congress  to  study  the  larger  problem  and  to  work  with  state  agencies  and  the  health  care 
industry  to  devise  strategies  that  address  the  broader  problem  of  nursing  shortages. 
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TECHNICAL  ISSUES 

Implementing  a  proposal  such  as  RR  1649  would  cany  substantial  indirect  costs  due  to  its 
administrative  complexity.  It  may  be  difficult  to  determine  an  incremental  wage  increase  that 
accounts  for  staff  time  in  the  care  of  only  Medicaid  clients  in  a  facility.  The  bill  seemingly 
places  no  responsibility  on  Medicare  to  adjust  per  diem  rates  for  wage  increases  although 
presumably,  wage  and  benefit  increases  would  have  to  be  allowed  for  Medicare 
reimbursement  Such  changes  in  Medicare  and  Medicaid  could  further  drive  up  the  cost  of 
care  for  private  pay  clients.  The  cost  of  nursing  facility  care  is  already  escalating  at  an 
alarming  rate,  resulting  in  quicker  spend  down  for  private  pay  residents  and  earlier  coverage  of 
these  people  under  Medicaid  while  placing  additional  costs  on  already  limited  funding. 

This  proposal  raises  other  questions  as  welL  Are  states  to  account  for  differential 
responsibihties  for  nursing  personnel  among  various  care  settings?  If  so,  this  can  be  difficult 
The  bill  does  not  seem  to  acknowledge  that  nursing  personnel  vary  considerably  in  educational 
level  despite  carrying  the  same  job  title  or  certification.  Further,  how  would  benefits  be 
accounted  for  in  a  locality  where  a  university  associated  teaching  hospital  may  offer  relatively 
low  wages  which  are  ofGset  by  an  educational  benefit  that  equals  thousands  of  dollars  annually 
but  which  effectively  costs  the  hospital  nothing?  Should  such  educational  benefit  costs  be 
included  in  the  state  base? 

Monitoring  how  a  per  diem  add-on  for  increased  wages  and  benefits  is  distributed  among 
individual  staff  of  the  nursing  facility  will  be  impossible  in  some  current  state  reimbursement 
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systems  where  the  facilities  report  facility  averages.  Whole  reimbursement  systems, 
methodologies,  and  reporting  systems  would  have  to  be  changed  in  order  to  comply. 

Recoupment  of  NF  funds  for  hard  to  prove  overpajments  will  be  difficult  Recoupment  will 
place  the  state/provider  relationship  on  a  highly  contentious  footing.  There  is  considerable 
room  for  the  states  and  HCFA  to  disagree  on  facility  overpayments  as  weL  More  broadly,  we 
are  concerned  that  the  bill's  recoupment  provisions  could  imdermine  the  basic  premise  of  a 
prospective  reimbursement  system. 

Finally,  the  bill  would  require  submission  of  state  plan  changes  within  three  months  of 
enactment  Presimiabfy  a  state  would  have  to  survey  health  facilities  in  all  localities,  hammer 
out  wage/benefit  parity  issues  in  order  to  analyze  the  survey  data,  develop  new  nursing  facility 
staffing  wage  and  benefit  levels,  possibly  change  state  statute  and/or  regulation,  seek  legislative 
appropriations,  develop  a  monitoring  mechanism,  and  notify  all  NFs,  all  within  three  months 
of  enactment  This  is  a  Herculean  task  set  within  impossible  timeframes.  Congress  tends  to 
establish  mandates  and  provide  inadequate  timeframes  in  which  to  comply.  While  Congress 
may  not  ahvays  be  concerned  about  whether  states  are  ready  on  the  specified  date  and  may 
wish  only  to  light  a  fire  so  that  the  task  is  soon  accomplished,  short  timeframes  leave  states 
liable  for  sanction  from  the  federal  agencies  and  subject  to  lawsuits  from  various  sectors  for 
failure  to  act  in  a  timeframe  which  was  impossible  from  the  start  We  would  request  that 
Congress  respect  the  size  of  the  tasks  it  requires  and  not  place  states  in  a  difficult  position. 
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ALTERNATIVE  APPROACHES 

Rather  than  wage  adjustments  for  one  specific  sector  of  the  industry,  Congress  may  want  to 
consider  broader  reform  that  addresses  the  larger  issue  of  general  availability  of  nursing 
personnel  One  approach  would  be  to  take  stock  of  the  nursing-related  shortage  from  a  broad, 
supply-side  perspective.  Congress  may  want  to  consider  ways  to  recruit  more  people  into  the 
field. 

The  federal  government  could  look  at  targeting  dollars  for  more  student  loans  for  nursing 
education.  There  could  be  funding  incentives  for  enhancing  the  geriatric/long  term  care 
component  of  basic  nursing  education.  Similar^,  a  program  of  loan  forgiveness  could  be 
instituted  for  nursing  personnel  working  in  the  field  of  geriatric  care.  Money  could  be 
provided  to  teaching  hospitals  for  better  recruitment  programs  in  high  schools  for  nursing 
education  in  general  or  to  highlight  geriatric  nursing  in  particular. 

Finalty,  funds  could  be  allocated  for  improved  career  development  opportunities. 
Encouragement  through  funding  could  be  provided  for  current  nurse  aides  to  train  to  become 
LPNs  and  then  finally  RNs. 

SUMMARY 

The  problem  this  bill  seeks  to  address  is  complex  because  of  the  many  factors  that  actually 
constitute  the  total  problem.  We  urge  Congress  not  to  take  a  potentially  costly,  singular, 
approach  to  such  a  multi-dimensional  issue. 

State  agencies  are  concerned  about  quality  of  care  in  nursing  facilities  and  have  tried  a  variety 
of  approaches  to  address  the  issue  of  concern  of  this  bilL  We  remain  committed  to  working 
with  Congress  to  explore  possible  alternative  approaches. 

Thank  you  for  the  opportunity  to  be  here  today  and  to  comment  on  this  bilL 
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Mr.  Waxman.  Thank  you  very  much. 

Ms.  Fuller,  you  state  in  your  written  testimony  that  ''the  experi- 
ence of  many  States  over  the  years  has  shown  increased  funding 
levels  do  not  always  reap  improved  access  or  quality  of  care".  Can 
you  document  this  with  some  specific  examples?  If  the  increased 
funding  does  not  improve  the  quality  of  care,  what  does  it  do? 

Ms.  Fuller.  It  does  not  necessarily  improve  the  quality  of  care 
for  some  of  the  other  reasons  mentioned.  You  still  need  to  upgrade 
the  qualifications  of  the  staff,  the  education  of  the  staff  to  bring 
them  up  to  speed  on  current  standards  of  practice. 

There  are  also  other  barriers  for  access  to  health  care.  Our  com- 
ment in  our  testimony  pertains  not  only  to  nursing  homes  but  to 
some  of  the  other  services  funded  under  Medicaid,  such  as  access  to 
physician  services  or  dental  services.  There  are  many  other  factors 
involved  as  to  why  providers  are  not  going  to  accept  Medicaid  pa- 
tients even  if  we  pay  them  more.  I  have  heard  this  in  the  State  of 
Maine  and  elsewhere. 

Mr.  Waxman.  I  want  to  follow  up  on  a  point  made  by  Ms. 
Burger,  on  our  first  panel.  She  argued  the  greatest  barrier  to  qual- 
ity of  care  was  understaffing.  She  went  on  to  say  that  ''nursing 
homes  are  limited  by  how  many  staff  they  can  hire  by  State  reim- 
bursement systems  that  place  a  cap  on  direct  nursing  care  ex- 
penses". 

I  can  understand  why  States  would  want  to  limit  the  rates  of  in- 
crease in  their  Medicaid  nursing  home  payments.  But  I  don't  un- 
derstand why  they  would  want  to  place  caps  on  what,  from  the 
standpoint  of  quality  care,  is  the  single  most  important  component 
of  nursing  home  costs:  direct  nursing  care. 

Could  you  explain  these  caps  to  me.  If  they  lead  to  understaffing, 
why  do  States  impose  them? 

Ms.  Fuller.  I  am  not  exactly  sure,  Mr.  Chairman,  what  the  caps 
were  the  previous  speaker  was  referring  to.  Can  I  tell  you  there  are 
many  States,  as  I  indicated,  that  are  on  a  prospective  reimburse- 
ment system  which,  in  fact,  does  limit  what  they  are  going  to  pay 
to  nursing  homes.  The  increase  is  basically  an  inflationary  in- 
crease. 

To  some  extent,  there  is  a  cap  when  you  have  a  prospective  reim- 
bursement system.  Within  that  cap,  facilities  can  use  that  money 
according  to  their  best  judgment  of  where  they  want  to  spend  it. 

The  other  issue  is  the  Medicare  upper  limit.  I  don't  know  if  that 
is  part  of  the  reference  to  the  cap  that  was  being  discussed  or  not. 
Even  for  intermediate  care  facilities  under  the  Medicaid  program, 
we  are  subject  to  living  within  the  Medicare  upper  limit.  To  some 
extent  that  has  served  as  a  cap,  but  not  on  individual  salaries  or 
categories  of  staff. 

I  will  tell  you  in  the  State  of  Maine  we  have  had  provisions  for 
approving  additional  staff  in  nursing  homes  when  facilities  say  we 
have  now  heavier  care  patients  and  we  need  more  staff.  We  have 
criteria  for  going  in  and  doing  levying  and  authorizing  additional 
hours.  We  have  made  many  adjustments  in  the  nursing  staff  in 
nursing  homes  in  the  recent  years  to  do  that. 

Mr.  Waxman.  So  there  are  no  specific  caps,  then? 

Ms.  Fuller.  Not  that  I  know  of. 

Mr.  Waxman.  Mr.  Walgren. 
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Mr.  Walgren.  Thank  you,  Mr.  Chairman. 

You  indicated  that  95  percent  of  the  States  use  prospective  pay- 
ment systems  and  yet  Maine  removed  its  prospective  payment 
system  for  nursing  wages  and  benefits  for  some  time.  What  is  the 
experience  there?  When  did  Maine  do  that? 

Ms.  Fuller.  Maine  implemented  a  prospective  payment  system 
in  1983  and  1984.  When  the  nursing  shortage  hit  back  in  1986  and 
1987,  we  made  many  adjustments  in  the  per  diem  rate  to  nursing 
homes  to  allow  them  to  grant  wage  increases  to  staff.  And  then  fol- 
lowing that,  because  that  was  an  extremely  difficult  process,  we 
were  doing  it  on  facility  by  facility  basis. 

We  did  find  as  we  looked  at  wages  built  into  the  rate  that  the 
inflationary  increase  that  had  been  granted  in  the  per  diem  rate 
over  that  period  of  time  was  20.8  percent.  The  actual  unaudited  av- 
erage statewide  increase  in  wages  was  9.5  percent  for  CNA's  and 
18.5  percent  for  RN's  that  was  under  the  prospective  system. 

We  did  the  adjustments  in  1987  and  1988.  In  1989,  we  went  on  a 
retrospective  system  for  wages  only.  Our  reimbursement  is  partly 
prospective,  but  wages  are  70  percent  of  the  cost  of  nursing  home 
care.  If  you  pull  out  wages  you  have  fixed  costs,  which  are  capital 
and  certain  other.  You  don't  have  a  whole  lot  left. 

But  in  1989,  because  of  the  staffing  problems,  the  wage  prob- 
lems— Maine  had  been  experiencing  for  several  years  an  extremely 
high  unemployment  rate — we  were  on  the  retrospective  payment 
system.  Our  wages  for  RN's  went  up  16  percent,  LPN's  17  percent, 
and  CNA's,  14  percent. 

That  was  at  substantial  additional  cost  to  the  State  of  Maine 
which  is  one  of  the  States  in  the  Northeast  that  is  suffering  serious 
fiscal  problems.  The  wages  did  go  up.  We  are  going  back  on  a  pro- 
spective system  this  year  as  facilities  start  their  new  fiscal  year. 
That  was  passed  in  the  legislature.  Nursing  homes  want  it.  We  are 
going  back  on  a  prospective  system  so  the  only  increase  they  will 
get  is  an  inflation  increase. 

Mr.  Walgren.  Nursing  homes  want  it,  but  don't  you  run  a 
danger  of  walking  back  into  the  low-wage  situation? 

Ms.  Fuller.  I  think  that  is  a  real  possibility.  I  think  that  is  a 
major  concern. 

I  would  also  point  out  the  importance  of  the  regulatory  process 
to  make  them  get  that  staff.  As  we  have  started  posing  some  of  the 
enforcement  remedies  the  Nursing  Home  Reform  Act  gives  us — 
rather  then  closing  facilities  we  can  impose  other  remedies — I 
think  there  will  be  more  pressure  for  nursing  homes  to  provide 
better  quality  care  and  for  the  regulatory  process  to  work  better. 

Mr.  Walgren.  Thank  you  very  much,  Mr.  Chairman.  I  appreci- 
ate it. 

Mr.  Waxman.  Thank  you,  Mr.  Walgren. 
Ms.  Fuller,  thank  you  very  much  for  your  testimony. 
That  completes  the  hearing  today.  We  stand  adjourned. 
[Whereupon,  at  12:40  p.m.,  the  hearing  was  adjourned.] 
[The  following  statement  was  submitted:] 
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Prepared  Statement  of  Martha  McSteen,  President,  National  Committee  To 
Preserve,  Social  Security  and  Medicare 

Mr.  Chairman,  I  am  Martha  McSteen,  President  of  the  National  Committee  to 
Preserve  Social  Security  and  Medicare.  As  they  are  of  an  age  where  they  are  poten- 
tial consumers  of  nursing  home  services,  our  nearly  five  million  members  have  a 
strong  interest  in  the  quality  of  care  provided  in  such  facilities. 

So  we  are  pleased  that  you  are  holding  hearings  on  Congressman  Walgren's  H.R. 
1649  to  set  Medicaid  reimbursements  at  a  level  where  nursing  facilities  can  pay 
their  staff  salaries  competitive  with  hospitals.  We  fully  support  this  legislation. 
Better  wages  tend  to  attract  a  better,  more  stable  staff,  and  that,  in  turn,  leads  to  a 
higher  quality  of  care.  The  Pepper  Commission  too  recommended  higher  Medicaid 
reimbursement  for  nursing  homes. 

The  National  Committee  also  supports  H.R.  1650,  Mr.  Walgren's  bill  to  require 
that  Medicare  and  Medicaid  certified  facilities  provide  registered  nursing  services  24 
hours  a  day,  seven  days  a  week.  With  these  two  pieces  of  legislation  we  begin  to 
address  the  dismal  staffing  situation  in  many  long-term  care  facilities.  Many  nurs- 
ing homes  are  not  adequately  staffed  to  care  for  today's  frailer  and  sicker  residents. 
Patients  released  earlier  from  hospitals  require  more  care,  so  there  is  a  greater 
need  for  skilled  care  in  nursing  homes. 

Nursing  care  is  what  one  expects  from  a  nursing  home  and  yet  in  many  facilities, 
that  is  not  what  the  consumer  gets.  The  1987  nursing  home  reforms  took  an  impor- 
tant step  in  requiring  licensed  nursing  staff  24  hours  a  day  for  all  nursing  homes. 
But  since  an  RN  is  required  only  8  hours  a  day  and  nursing  homes  can  apply  for 
waivers  to  this  requirement,  further  action  is  needed.  Also  Congress  has  yet  to  set  a 
minimum  nurse  aide  staffing  pattern. 

When  Mr.  Walgren  proposed  24  hour  RN  coverage  in  1987,  the  committee  voted  it 
down,  ostensibly  because  the  current  nurse  shortage  made  it  an  impossible  require- 
ment to  meet.  Clearly  one  good  reason  for  the  nursing  shortage — especially  in  nurs- 
ing homes — is  low  wages.  It  is  estimated  that  RNs  in  nursing  homes  earn  35  percent 
less  than  RNs  in  hospitals. 

Work  in  nursing  homes  can  be  very  gratifying  when  there  is  enough  staff  time  to 
provide  good  care  and  give  individual  attention  to  residents.  But  all  too  often,  staff 
is  stretched  too  thin  and  supplemented  with  temporary  help  unfamiliar  with  the 
daily  routine  in  the  facility.  Temporary  staffers  are  often  resented  by  the  perma- 
nent staff  because  their  pay  is  higher — further  lowering  morale  in  the  facility.  The 
result  is  staff  burnout — residents  snapped  at,  hurried,  neglected  or  abused.  H.R. 
1649  would  help  attract  good  nursing  staff  and  diminish  the  need  for  temporary 
agency  help. 

Better  care  is  not  free.  The  Congressional  Budget  Office  estimates  H.R.  1649 
would  increase  Medicaid  dollars  spent  on  nursing  home  staffing  by  31  percent.  The 
full  effect  of  the  bill  would  not  be  felt  until  1994  when  it  will  cost  the  federal  gov- 
ernment $2.6  billion  and  state  governments  $2.1  billion.  Because  states  are  experi- 
encing the  considerable  challenge  of  recently  mandated  Medicaid  expansion,  the 
question  arises  whether  the  federal  government  should  increase,  in  the  initial  years, 
its  share  of  the  implementation  of  this  legislation.  The  1987  Nursing  Home  Reform 
legislation  sets  a  precedent  for  this  by  increasing  the  federal  Medicaid  share  of  the 
cost  of  nurse  aide  training. 

The  National  Committee  strongly  supports  the  payback  provision  in  H.R.  1649 
which  would  require  facilities  to  apply  the  increased  reimbursement  to  nursing  staff 
salaries  or  return  the  money  to  Medicaid.  This  safeguards  against  the  use  of  these 
extra  dollars  for  general  operating  costs.  However,  legislative  or  regulatory  lan- 
guage should  spell  out  exactly  how  oversight  of  the  payback  provision  will  be  car- 
ried out. 

In  addition,  we  caution  that  better  wages  must  not  become  a  tradeoff  for  using 
fewer  nurses,  LPNs  or  nurse  aides.  We  need  better  wages  and  we  need  more  direct 
caregivers  and  staff  to  supervise  the  care  provided  by  these  caregivers. 

There  is  an  expanding  need  for  qualified  nurse  staffing  so  nursing  homes  can  pro- 
vide care  for  older,  frailer  and  sicker  residents.  And  H.R.  1649  would  ease  the  diffi- 
cult time  nursing  home  administrators  are  experiencing  in  securing  adequate  staff. 
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